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Operation: Vaginal Hysterectomy. 
A.. I M., female, aged thirty-six years. 

- Anesthesia; Local Infiltration, ge Rees, ae 
History: This patient had been bleeding constan 7 , fie the cervix and uiterds 
and was in a rather critical condition. ‘The cervix Presented a cauliflower growth, 


Technique of Anaesthesia: A wide.circular infiltration. was made about the og 
uteri, the needle being carried well up into the broad ligaments at every sti 

and 90 cc. of a 0.§ of 4 per cent Novocain-Adrenalin solution was used. "She 
began taking fluid immediately after operation. The anzsthesia was ideal in 
every respect. hae — 


—Extract from * Practical Local Anesthesia” (Fan), | 
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will be found in the above work, published by Henry: —— 263, High icon. 
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The Nature and Sources of Infection in Puerperal Sepsis, 
By 


Joan Taytor, B.Sc., M.B., B.S. (Lond.), D.P.H.* 
and 
H. D. Wricut, D.Sc., M.D., Ch.B.,M.R.C.P. (Edin.) 
Reader in Bacteriology, University College Hospital, 
London. 
From the Obstetric Unit and Department of Bacteriology, 
University College Hospital, London. 


For the prevention of puerperal sepsis it is essential to know what 
are the most common sources from which the infecting organisms 
are derived. In the past much work has been done with a view 
to determining what part the flora present in the genital tract be- 
' fore delivery plays in the process. Very: little work of this nature 
has been done, however, which really helps towards a solution of 
the problem. In most of the investigations attention is naturally 
directed towards determining the frequency with which hzmolytic 
streptococci are to be found and correlating these findings with 
the subsequent history of the cases. In hardly any of the investi- 
gations is attention paid to the varieties of hemolysis which may 
be produced on blood agar, so that it is impossible to determine 
the particular kind of streptococcus which is under consideration. 
Moreover, in judging of the importance of such organisms, in 
relation to puerperal sepsis, it has been customary to appeal to 
‘‘morbidity’’ in the puerperium as a criterion. This appeal in- 
volves two assumptions: one that a ‘‘morbid’’ temperature is 
due to puerperal, that is genital, sepsis, and the other that this 
condition is invariably due to hemolytic streptococci. Neither of 
these assumptions seems to us to be valid. As will be seen below 
much of that which passes for ‘‘puerperal morbidity’’ is of extra: 
uierine origin and very little experience of the bacteriology of cases 
of uterine infection will suffice to show that only a relatively small 
proportion of it is due to hemolytic streptococci. There is 
certainly sufficient evidence to show that severe sepsis is indeed 
very often due to hemolytic streptococci, but it is equally true 


*Working during part of the time with the aid of a grant from the 
Medical Research Council, 
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that severé sepsis may be due to other organisms. On the other 
hand hemolytic streptococcal infection may be quite mild although 
the majority of mild cases are due to some other organism. We 
have endeavoured to take these considerations into account. In 
the work here reported we have examined the vaginal flora of 
1,100 women immediately prior to delivery ; in 250 cases we have 
compared these findings with the results obtained on the third 
day of the puerperium, Cases in which true hemolytic strepto- 
cocci were found before delivery were re-examined during the 
puerperium in order to see if these organisms persisted and if they 
entered the uterus. We have attempted to determine the causes 
of any genital infections arising in this group of cases and in 
others admitted to hospital and to find, when possible, the source 
of this infection. Our results are in certain respects incomplete 
but the broad conclusions to be drawn are that though potentially 
dangerous organisms are to be found in the genital tract before 
delivery it is very rare to be able to prove that they have actually 
infected the patient. Most of the infecting agents appear to enter 
during or after the process of delivery. Furthermore the group 
of anaerobic cocci appear to give rise to quite a high percentage 
of the infections. 


Methods. 

The main object of this investigation was to determine the 
actual source of any infection arising during the puerperium, 
whether from organisms present in the genital tract before de- 
livery or of the kind usually associated with the changes in the 
flora of the tract consequent upon delivery, or of an extraneous 
origin. As the cases could not be selected beforehand this neces- 
sitated making observations upon the genital flora of all patients 
admitted to hospital. Consequently the technique of collection 
and cultivation of specimens had to be simplified as much as pos- 
sible. With this end in view some preliminary observations were 
made by Dr. H. A. Channon upon some fifty cases, comparing 
the flora of the vulva, vagina, and cervix at the beginning ot 
labour before any vaginal examination for diagnostic purposes 
had been made, the vaginal and cervical specimens being taken 
with an unguarded swab by direct vision with the aid of a specu- 
lum, The results were as follows : 





- Vagina Cervix 





- Streptococci non- 
hzemolytic 59 per cent 49 per cent 22 per cent 

Coliform bacilli 33 ” 22 19 

Staph : albus 66 i 63 31 

Diphtheroid bacilli 40 is 34 53 

Déderlein’s bacillus 35 34 40 
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The general conclusion was drawn that the flora of the cervix 
and vagina were qualitatively similar but different quantitatively 
and that, if attention was directed to the cervix only, organisms of 
importance, present in the vagina, might be overlooked. It was 
decided, therefore, to confine our attention to material from the 
vagina and this has been collected by widely separating the labia 
after cleaning up the external genitals and introducing a swab 
high into the vagina without the use of a speculum. The adoption 
of this simple procedure enabled us to enlist the assistance of the 
Sisters in charge of the labour wards in obtaining specimens, 
and we are much indebted to them for their assistance. 

The swabs so obtained were inoculated into two tubes of serum 
glucose broth (glucose 0.2 per cent), proved suitable for growing 
pneumococci and streptococci, one of which was incubated aero- 
bically and the other anaerobically. Before selecting this method 
Dr. Channon had made a number of experiments with a variety 
of media and found that organisms were more frequently grown 
if a liquid medium were employed than if the swabs were planted 
directly on to a solid medium. When growth appeared in the 
broth it was plated out on blood agar and the streptococci isolated 
and studied in detail, The information regarding the other 
organisms is largely morphological. It has not been possible, 
nor did it at the time seem likely to be profitable, to study them in 
greater detail. 

The streptococci from 250 cases have been differentiated 
according to 

1. Their oxygen requirements. 

2. Their hemolytic action. 

3. Their power to ferment lactose, mannite, salicin and 
raffinose. 

4. Their resistance to heating for 30 minutes at 60°C, 

5. Their power to produce peroxide on ‘‘chocolate agar’’ 
plates. 

In the remaining cases differentiation has been made, in the 
first instance, by their action on rabbit blood agar plates, and 
those producing hzmolysis have been studied in detail. 

Vaginal swabs from a series of cases on the third day after 
delivery have been similarly treated. 

In febrile cases, and in a certain number of others which re- 
quired such investigation, cultures have been made from the 
uterine contents. The method we have employed has been essen- 
tially the same as that of Foulerton and Bonney (1905).' The 
apparatus consisted of a cotton wool swab on a long flexible 
metal rod inside a curved glass tube closed at the end which 
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enters the uterus by a gauze plug attached to a string loosely 
wound round the outside of the tube in its entire length, and at 
the opposite end by a cotton wool plug through which the handle 
of the swab projects. The whole is sterilized in a copper box. 
The external genitals were carefully swabbed with antiseptics, 
the cervix brought into view through a speculum and then 
swabbed with dry sterile gauze. The glass tube was then passed 
through the cervical canal into the uterus and the gauze plug dis- 
lodged, when the swab was projected into the uterine cavity, 
withdrawn into the bent tube, removed and placed in a sterile 
test tube. Straight tubes and other methods of protecting the 
swab from cervical contamination we have found less satisfactory. 
The swabs were used to inoculate serum broth and blood agar 
plates and incubated aerobically and anaerobically. Plates were 
used because they indicate the quantity as well as the nature of 
any bacterial growth. For anaerobic cultures we have throughout 
used the method of McIntosh and Fildes. By the term anaerobic 
organism we imply an obligate anaerobe. 


VAGINAL FLORA IMMEDIATELY PRIOR TO DELIVERY. 


During the years 1928 and 1929 specimens have been exam- 
ined from 1,123 women with the results recorded in Table II. 


TABLE II. 


BACTERIA PRESENT IN THE VAGINA OF 1,123 WOMEN 
IMMEDIATELY PRIOR TO DELIVERY. 





l 
| | Staphylococci. | nsder- Diph- | Coli- Streptococci. 
| Cases. |) | lein’s |theroid| form | Non- Pseud 
| | bacilli | bacilli | bacilli. | nemo. | Hemo- trey 
lytic. | “VY: _lytie. 
| 
169 | 128 | 141 185 II | 5 6 


35 26.5 29.2 | 33.3 | 2.2 I 12 


per centiper cent|per cent'per cent|per cent|per cent|per cent|per cent 














7 223 154 | 214 | 240 21 17 7 
| 


1.1 34:8. | 29.0. | 33:3 | 37-4 |. 3.2 2.6 I.1 
per cent| per cent/per cent |per cent) per cent|per cent/per cent|per cent 


12 | 392 | 282 | 355 | 425 | : | 








| 
| 
| 
| 
} 


| 58.8 | I 44.9 | 2520 (| 38.6. | 37.8 : j I.I 


|per cent|per cent/per centiper centiper centiper cent|per centiper cent|per cent 
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It must be emphasized that the methods employed were es- 
pecially suitable for detecting streptococci and less so for other 
organisms, especially Déderlein’s bacillus. The results are very 
similar in the two groups. They show that staphylococcus albus 
is commonly found—usually, as far as could be judged, in very 
small numbers—and that staphylococcus aureus is uncommon (one 
per cent); dipntheroid bacilli, small gram positive organisms 
growing slowly and in minute colonies on blood agar and tending 
to become gram negative in older cultures are very common. 
Coliform bacilli are perhaps less common than might be expected 
from films but there seems no doubt that many of the organisms, 
which in these films resemble coliform bacilli, are in reality diph- 
theroid bacilli which are staining anomalously. 

Streptococci which do not produce hemolysis on blood agar 
are, as all workers have found, very common. Of the 185 speci- 
mens isolated from the first series of cases 11 were not studied in 
detail, but of the remaining 174 there were 67 which corresponded 
to streptococcus fecalis, fermenting mannite, resisting heating to 
60°C for 30 minutes and growing in pairs or short chains. The 
remainder were similar to the groups found in the normal mouth, 
seven only giving the reactions of streptococcus equinus—which 
Andrewes and Horder found frequently in London air, multiple 
types did not appear to be frequent though this point could not 
be adequately investigated. In many cases the primary cultures 
of these organisms, like Doderlein’s bacillus, grew better in the 
anaerobic tubes than they did aerobically but the subcultures 
invariably developed perfectly on the aerobic plates. Conclusions 
as to anaerobiosis cannot therefore be made upon the appearance 
of primary cultures. 

Considerable difficulty has been experienced in dealing with 
the streptococci producing hemolysis on blood agar and in de- 
termining their significance. A pyogenic streptococcus was 
originally defined in terms of its morphology and in relation to its 
source. Later Schottmiiller (1903)? distinguished the pyogenic 
streptococci as producing active hemolysis on blood agar plates 
but pointed out that other strains could produce a change in the 
medium on prolonged incubation. Sigwart (1909),* who.grew his 
cultures in blood agar, differentiated two types of haemolysis which 
are undoubtedly the same as are described by Smith and Brown 
(1915)* and by Brown (1919)° as alpha and beta hemolysis, the 
former developing slowly at a distance from the colony, separated 
from it by an area of intact, usually discoloured, cells and in- 
creased by refrigeration, the latter occurring rapidly in the incu- 
bator, extending right up to the colony and not increased by 
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refrigeration. With alpha hemolysis alternate zones of hamoly- 
sis and discolouration may be produced by alternate refrigeration 
and incubation. Brown also described an alpha prime type of 
hemolysis grossly resembling the beta type but distinguished by 
the fact that cells can be seen intact close to the colony and that 
it is increased in extent by refrigeration. His types are described in 
reference to colonies grown on horse blood agar of definite compos- 
ition, (5 per cent blood with minimal glucose) though certain 
features are best seen on rabbit blood agar. Fermentation reac- 
tions were used by Andrews and Horder (1906)* to define strepto- 
coccus pyogenes and used in conjunction with hemolytic activity 
by Holman (1916)’ and by Brown. In all this work ‘hemolysis’ 
has meant the well known clearing of the blood agar medium 
round the colony. But McLeod (1912)* and others have shown 
that the essential activity of a haemolytic streptococcus is the pro- 
duction of a hemolytic exotoxin and that this can be demonstrated 
by growing the organism for a varying short period (16 hours or 
less) in serum broth (20 per cent horse serum) and adding the 
culture to a suspension of washed cells and incubating the mix- 
ture for two hours at 37°C. Adopting this method, Cumming 
(1927)° and Weatherall and Dible (1929)'® have shown that there 
are in the mouth and fzeces streptococci having all the appearances 
of hemolytic streptococci on blood agar but not producing 
hzmolysin in serum broth (pseudo hemolytic). The behaviour 
of these strains in blood agar is not recorded. Burt White and 
Armstrong (1928)'! described organisms in the normal genital 
tract which produced hemolysis on blood agar plates under anae- 
robic conditions only. These they considered to be similar to 
streptococcus salivarius and found to be non-virulent for mice. 
They called these organisms S. cervices uteri. There is no des- 
cription of their behaviour in blood agar or of tests for hamoiysin 
production, Oxygenation is known to have an effect on hzmoly- 
sis (Neill 1926)'? and on hemolysin production (Todd 1928)"* and 
for this reason we have from the beginning observed all suspecied 
strains on blood agar plates aerobically and anaerobically but 
have been unable to confirm Armstrong and Burt White's obser- 
vation and it is possible that their strains were really alpha hamo- 
lytic organisms which might be expected to behave in this way 
(Brown). It is generally accepted that alpha hemolytic streptococci 
do not produce hemolysin in the serum broth medium while beta 
hemolytic strains do (Topley and Wilson 1929),'* but Brown 
made no comparison and we are not aware of any extensive com- 
parison of the kind. We have seen no statement as to what alpha 
prime strains may be expected to do. 
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Our strains were all selected in the first instance in accordance 
with their haemolytic activity on the surface of rabbit blood agar 
plates which were incubated both aerobically and anaerobically. 
Any colonies which produced even the slightest suggestion of 
l.emolysis in 24 hours were isolated and further studied. After re- 
peated confirmation of their action on blood agar plates they were 
all tested by McLeod’s test. In this way they were divided into 
true hemolytic—yielding hemolysin in serum broth—and pseudo- 
hemolytic yielding no hemolysin in serum broth but producing 
definite hemolysis on the plate. 


Pseudo hemolytic strains. 


Twenty-two strains of this type have been isolated from the 
vagina before delivery. The haemolysis which they produce on 
rabbit blood agar is clear and definite. The colonies tend to be 
large and moist and flat and can usually be differentiated from 
those of the true hemolytic organisms. They are equally active 
on horse blood agar. All but two of these strains have fermented 
lactose, mannite and salicin but not raffinose ; one failed to ferment 
lactose and another fermented raffinose in addition. They thus 
resembled closely streptococcus faecalis and they were in addition 
hardy organisms, were heat resistent and formed very short 
chains. Eight strains which have been preserved have retained 
these properties over periods varying from one to two years since 
isolation. On blood agar, both horse and rabbit, they produce 
hemolysis in 24 hours which tends to increase on further incuba- 
tion and after four days may lead to complete disappearance of 
all cells in the plate. The increase is, however, not seen with all 
strains. On refrigeration for 48 hours at about 2°C the hemolysis 
remains unaltered and zones do not appear. In all cases the cells 
in the immediate neighbourhood of the colony are completely des- 
troyed. The boundary of the hzemolysed zone is sometimes not 
sharp but rather hazy, The hemolysis, therefore, is of the beta 
type. When these strains are grown in blood broth hemolysis 
occurs. QOur routine tube test for haemolysis was done after incuba- 
tion for 16 hours. With a few strains we have tested cultures at 4, 
8, 12, 16, 20, 24, and 48 hours without being able to demonstrate 
hemolysis. Cultures grown anaerobically have also given nega- 
tive results as has growth in an atmosphere of 1o per cent CO,, as 
recommended by Burnet (1930)'* for the production of staphylo- 
coccal hemolysin. Cultures grown for 16 hours at 37°C and then 
refrigerated for 48 hours have also proved non-hemolytic. We 
have found some evidence that these strains tend to destroy 
hemolysin. A true hemolytic strain was grown for 16 hours in 





220 Journal of Obstetrics and Gynecology 


serum broth and at the end of that time part of it was mixed with 
a culture of pseudo-hemolytic streptococci grown under the same 
conditions, the rest being similarly diluted with serum’ broth. 
These two specimens were then incubated at 37°C and tested for 
hemolysis. After two hours and five hours the culture mixed 
with broth hemolysed up to a dilution of 1: 28 (marked) and 
1:54 (slight). That mixed with pseudo-hzmolytic streptococci 
gave only a trace of hemolysis in 1: 2 and 1: 6 dilutions and 
none at all in the others. There is thus sufficient evidence to show 
that we have here to deal with a group of organisms essentially 
the same as that described by Weatherall and Dible in faeces and 
quite distinct from the hemolysin producers, They are possibly 
the same as certain ‘‘hzmolytic’’ streptococci found in the normal 
vagina by Kanter and Pilot (1924)'* and by Bigger and Fitz- 
gibbon (1925)'? (Holman’s S. infrequens). We have found these 
organisms in the vagina after delivery not uncommonly and but 
rately in the uterus. Sometimes they have been associated with 
non-hzmolytic strains of streptococcus fzecalis, but this has been 
an inconstant finding. We have been unable to find any evidence 
that these strains do in fact give rise to puerperal sepsis. Twenty 
out of 22 cases in which they were found before delivery ran an 
apyrexial course, one developed pyelitis and one had mild sepsis 
due to another organism. In no actual case of sepsis have we 
been able to incriminate this organism. 


True hemolytic streptococci. 


From 32 of our 1,123 cases organisms of this type have been 
isolated. All have produced a certain amount of hemolysis on 
the surface of rabbit blood agar. With some strains this has been 
small in amount and the feature has tended to remain constant 
over long periods. We have not been able to detect any constant 
difference between media containing horse blood and those made 
with rabbit blood in the strains we have tested, but have the im- 
pression that rabbit blood shows slightly more hzmolysis with 
some strains. Some authors consider the amount of hzmolysis of 
importance in the definition of streptococcus pyogenes (Colebrook 
and Hare 1930).’* But while recognizing that strains recently 
isolated from undoubted cases of infection by hzmolytic strepto- 
cocci do usually produce a marked degree of hemolysis on plates, 
yet we have also found that the same strains may, in subculture, 
show great variations in this respect. Accordingly we feel that 
the property is not sufficiently stable to use as a basis for differ- 
entiation. A few strains have on first isolation produced hamoly- 
sis only on the anaerobic plate. These have, in our experience, 
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all proved to be true hemolysin producers and on subcultivation 
have hemolysed equally well on aerobic plates. None of our 
strains have persisted in giving anaerobic hzmolysis only. 

All these strains have produced hzmolysin in 20 per cent horse 
serum broth, and in all but a very few cases this has been sufficient 
for 1 c.c. of culture to produce complete hemolysis of 1 c.c. of 5 
per cent rabbit cells. Two strains tested produced rather less 
hemolysis than was found in three others derived from infected 
cases, while a third produced about the same quantity. In view 
of the confusing results obtained in growing the pseudo-hemolytic 
streptococci in blood agar we discarded the method over a long 
period and some strains were not tested in this way. We have, 
however, recently examined 24 strains fully by this method. All 
of them give evidence of hemolysis in 24 hours, varying in 
amount . With some strains the amount is slightly greater at the 
end of 48 hours. Under the microscope the hemolysis is seen to 
extend right up to the colony and even when the zone is small, if 
the edge of the colony is definitely focussed, there are no unaltered 
cells to be found near it. These two features are characteristic of 
Brown’s beta hemolysis. Cultures left at room temperature or 
refrigerated at 2°C for a further period of 48 hours, have, however, 
in some instances undergone a change which we find difficult to fit 
into the description of other writers. In horse blood agar little o1 
nothing happens except a slight lightening in colour, barely 
amounting to more than a haziness, at the periphery of the hzemo- 
lysed zone. In rabbit blood agar a similar zone develops much 
more commonly, at first as a wide belt, rather light in colour, 
surrounding the hemolysed zone next to the colony. Later, this 
belt tends to differentiate into an outer hamolysed zone and an 
inner usually quite narrow unhzmolysed part. Further incuba- 
tion for 48 hours leads simply to greater emphasis of the outer 
zone of hemolysis and sometimes to disappearance of the inter- 
mediate unhzemolysed zone. The outer, lighter zone may appear 
after two hours on the bench but we have found that its appear- 
ance is not regularly to be counted upon even after prolonged 
refrigeration. Strains which show the phenomenon well one day 
may fail to do so on retesting a few days later. We have not, so 
far, seen its appearance on incubation without refrigeration. The 
appearance is quite different from what we have seen of the alpha 
hamolysis produced by streptococci and pneumococci. There the 
hzemolysis appears late and is separated from the colony by a zone 
of unaltered or discoloured but intact cells. Moreover, such 
strains do not yield hemolysin in serum broth under the. usual 
conditions. We have not yet seen a classical strain exhibiting 
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Brown’s alpha prime hemolysis but the published description 
suggests that its behaviour differs from this in that it, too, leaves 
some cells unaltered near the colony. It should be emphasized 
that none of the strains showing the phenomenon produced any 
bleaching of chocolate medium—they were not peroxide pro- 
ducers. There is one strain described by Brown and illustrated in 
Figures 3—6, Plate 4, of his monograph illustrating a change not 
unlike what is here described—the formation on horse blood agar 
of a certain discojouration beyond the hzmolysed area. This he 
attributes to the use of blood which had been drawn some days 
before use as it had not so behaved when tested on the freshly 
drawn blood. We have endeavoured to see if that explanation 
applied to our strains, but found the results identical with freshly 
drawn rabbit blood and with blood that had been preserved for a 
week before use. Of 24 strains 11 have at one time or other be- 
haved to a greater or less extent in this way. The others have not 
shown the phenomenon. No strain from a known case of sepsis, 
uterine or other, has done so. We do not at present understand 
the mechanism or significance of this form of hazmolysis nor in- 
deed whether it indicates the presence in one and the same strain 
of two kinds of hemolytic activity or simply a hemolysin with a 
peculiar mode of action, 

The fermentation reactions of the 32 hzmolytic strains have 
varied. 

Four fermented neither lactose, salicin, mannite nor raffinose (S. 
subacidus, Holman’s classification). 

Nine fermented salicin but not lactose, mannite or raffinose (S. 
equi). 

Eighteen fermented lactose and salicin but not mannite or 
raffinose (S. pyogenes). 

One fermented lactose only (S. anginosus). 

Of those showing the zonal hemolysis one was a S. subacidus, 
three were S. equi and seven S. pyogenes according to fermentation 
reactions. 

Tests of virulence for mice were made with eight strains of 
S. pyogenes isolated in 1925. With them were tested four other 
strains isolated from non-febrile women during the puerperium and 
eight strains from septic cases. The tests were all made some time 
after isolation during which time the strains were preserved in 
blood broth at low temperatures. The details are not of any 
interest but all strains killed mice in a dose of 0.5 c.c. of 16 hour 
serum broth culture injected intraperitoneally. The variability 
and degree of virulence were very similar in the three groups and 
very similar also to what we have more recently observed in 
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freshly isolated strains from sepsis other than uterine. Thirteen 
of the 20 strains isolated have been tested in 1929 and all possessed 
at least some virulence for mice. So far, then, as this sort of test 
goes it appears that they are possessed of a certain though variable 
degree of virulence. 

To sum up, we have obtained from the examination of the 
vaginal flora in 1,123 women 32 strains of hemolytic streptococci 
of which 18 behave like the variety streptococcus pyogenes. Seven 
of these, however, show a peculiarity in the hemolysis produced 
in rabbit blood agar plates; four strains were not examined from 
this point of view. The incidence of this particular variety, then, 
is at the lowest 0.6 per cent and at the highest 1.8 per cent and of 
all true hzemolytic strains 2.7 per cent. 

We have considered the ‘outaeee history of these 32 cases 
in relation to the occurrence of uterine infection. Twenty-nine 
had an absolutely apyrexial puerperium. In the remaining three 
there was some fever. One patient harboured a streptococcus equi 
before delivery. On the eighth day the same type of streptococcus 
was found in the vagina and in the uterus. She was discharged 
on the tenth day after a completely apyrexial puerperium. On the 
fifteenth day she returned to hospital with fever and sore throat. 
S. equi was again isolated from the uterus. Clinically there was 
no evidence of a uterine infection. The temperature subsided in 
two days. It seems extremely unlikely that this was a case of 
uterine sepsis. A second case yielded also S. equi before delivery 
and a few colonies of similar type grew in cultures from uterus 
and vagina on the fifth day. On the seventh day there was a 
sharp rise of temperature which remained elevated for ten days 
with remissions. Some anaerobic streptococci were isolated from 
the uterine contents, but the fever later proved to be due to a 
staphylococcal abscess of the breast. The third case yielded S. 
pyogenes before delivery. During the puerperium a_ similar 
organism was isolated from the vagina and the uterus. The 
patient’s temperature rose to 99°F. each evening and to 100°F. on 
one occasion. Clinically there was no evidence of uterine sepsis 
but it may have been a very mild case. 

In no case, then, was there undoubted evidence of the pro- 
duction of sepsis by. the hzmolytic streptococci present before 
delivery. 

The failure to produce infection could not be attributed solely 
te the disappearance of the organisms during the delivery of the 
patient. In 27 cases the organism was sought during the puer- 
perium, in seven in the vaginal contents only and in 20 in the 
uterus and vagina as well. In seven cases the strain could nut be 
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found, in six cases a biologically similar organism was found in 
both uterus and vagina and in the remainder in the vagina only. 
The numbers present were in all but one instance (vaginal culture), 
quite small as judged by the number of colonies developing on a 
plate inoculated direct with the material on the swab. Apart from 
the interest of the fact that haemolytic streptococci may apparently 
enter the uterus without producing infection there is also the clini- 
cally important fact that haemolytic streptococci may be found in 
the lochia and indeed in the uterine contents of uninfected and 
apyrexial patients. 

Although it is not clear that antitoxic immunity has any effect 
in preventing infection 25 of the patients were tested with Dick 
toxin. Five gave a positive reaction to the ordinary test dose. 
One of these was the third very mildly febrile case above men- 
tioned ; in two others the organism was not found after delivery ; 
in the remaining two it was found in the vagina but not in the 
uterus. 


So far as our series of cases goes it would appear that the 
hemolytic streptococci present in the vagina before delivery 
usually do not produce infection. 


ANAEROBIC STREPTOCOCCI. 


In view of the work of Schottmiiller (1910) and of Schwarz and 
Dieckmann (1927)'* we have throughout made all our cultures 
both aerobically and anaerobically with a view to finding the fre- 
quency of incidence and the importance of these organisms. We 
have found organisms of this kind—obligate anaerobes—in the 
vaginal contents of about one per cent of normal women before de- 
livery (13 cases). Three of these cases later developed fever but 
not due to infection with anzrobic streptococci. Our strains 
have shown considerable pleomorphism, rapidly become gram 
negative and have little fermentative ability and apparently pro- 
duce no putrefactive change such as is commonly described. We 
feel, however, that our information as to the properties and 
peculiarities of these organisms and their growth requirements is 
much too incomplete to allow us to offer these figures with any 
confidence. The medium which we have employed has been 
serum broth containing 0.2 per cent glucose and anaerobiosis was 
apparently efficient. Our fater experience, however, with blood 
broth and longer incubation (three days or more) suggests that 
these organisms are really commoner than our figures would 
suggest. 





Infection in Puerperal Sepsis 225 


CHANGES IN THE VAGINAL FLORA AFTER DELIVERY. 


This point has been considered in some detail in 259 cases, 
because of statements in certain publications to the effect that 
hemolytic streptococci are much commoner in the vagina in the 


puerperium than before delivery. The gross figures for the series 
were : 





After 
Before delivery 
delivery (3rd day) 





Déderlein’s bacillus 38.6 per cent 4.2 per cent 
Diphtheroid bacilli 21.0 49.8 
Coliform bacilli 24.0 46,7 
Mouth streptococci 22.4 22.0 
Fecal streptococci 14.7 19.6 
Heemolytic streptococci 1.5 “£7 
Anaerobic streptococci ° 4.2 





These gross figures do not, however, represent the whole truth, 
as can be seen when the changes in the individual cases are taken 
into account : 





+ before — before + before — before 
— after + after + after — after 





Coliform organisms 27 85 36 Ili 
Mouth streptococci 38 37 20 151 
Feecal streptococci 27 40 II 168 





These figures are, of course, purely of local significance, depend- 
ing probably very largely on the actual technique of the hospital 
from which they are obtained, but they do serve as an indication 
of the fact that the flora may be considerably altered both by 
addition and by loss. 

The figures for hemolytic streptococci show a slight increase 
after delivery, but the numbers are very small. We have alto- 
gether records of 13°cases in which this type of organism was 
found after delivery but not before; five became mildly septic, two 
had slight febrile disturbances outside the morbidity standard and 
six had no fever at all. 

Anaerobic streptococci have been isolated rather more fre- 
quently from the lochia than before delivery. In the same series 
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of 259 cases no anaerobic streptococci were obtained from the 
vagina before labour, whereas 11 cases yielded cultures when ex- 
amined on the third day. 

Altogether anaerobic streptococci have been found during the 
puerperium in 46 cases, 21 times in the vagina without giving rise 
to infection, six times in the uterus in varying but never very large 
numbers with no fever at all (five pure), three times in the uterus 
in cases with fever due to an extragenital cause (two pure) and 
seven times in the uterus in septic cases, four times in very large 
numbers (three pure). These figures represent our positive find- 
ings and are to be regarded simply as an indication that organ- 
isms of the kind are not very uncommon in the genital tract of 
healthy women during the puerperium and that they may be found 
in the uterus without giving rise to infection, still further empha- 
sizing the point that the mere isolation of such organisms even 
from the uterus, at any rate in small numbers, is not proof of 
infection. 


THE BACTERIAL CAUSES OF UTERINE SEPSIS. 


We have chosen for investigation, quite arbitrarily, in the first 
instance all cases coming within the British Medical Association 
standard of morbidity, ‘‘a temperature above 100°F, occurring on 
any two occasions between the end of the first 36 hours and the 
end of the eighth day, recorded on a half minute thermometer 
placed in the mouth for a period of not less than three minutes,”’ 
using this standard as nothing more than an indication for investi- 
gation of the case, probably the only useful purpose served by 
such a standard. In practice it includes practically all cases which 
are really septic but it also includes many that are not. These 
selected cases at the earliest possible moment were examined clini- 
cally (by Professor Browne and his staff) and bacteriologically to 
determine the nature and cause of the pyrexia. In the earlier 
cases the bacteriology of the uterus was inferred from material 
collected from the cervix with the aid of a speculum, We think 
that there is little objection to be raised to this procedure in hzmo- 
lytic streptococcal infection but in our later work have thought it 
desirable to collect material from the uterine cavity itself. We 
were a little averse from this procedure at first as a possible source 
of danger to the patient, but have no reason to suppose that any 
of the women so examined have suffered in any way as a result. 
So far as we can judge, the methods employed do provide informa- 
tion as to the bacterial content of the uterine secretions, especially 
if the material is directly inoculated on to the blood agar as well 





Infection in Puerperal Sepsis 227 


as into a fluid medium. Blood cultures were made in practically 
all cases, both in broth and on agar, aerobically and anaerobically. 
We had been able to examine most of our cases before delivery, 


but many were not seen until fever developed. They have been 
classified as under : 





No. examined 
before Extra-uterine Genital Cause 
Year No. morbid. delivery cause sepsis doubtful 





1928 Il 17 13 
1929 84 31 14 


Total - 125 48 27 





The classification of the cases examined before delivery is as 
under : 





Total number of Extra-uterine Genital Cause 
Year women examined Morbid cause sepsis doubtful 





1928 482 25 9 8 
1929 641 59 29 19 


Total 1123 28 





The accuracy of the diagnosis of these cases must always be open 
to discussion. In the 1929 series, cultures from uterine contents 
were made from 28 cases classified as due to an extrauterine cause. 
Of these, nine were sterile, 14 yielded very scanty growths of 
such organisms as diphtheroid bacilli, non-hzmolytic strepto- 
cocci and (once) B. coli. In five cases organisms were more 
numerous but in these five cases the clinical diagnosis was not in 
doubt. In the ‘‘clinically doubtful’? group in most of the cases 
the fever was of quite short duration. In two of the 14 cases in 
1929 the cultures from the uterus suggest that there might possibly 
be an infection with anaerobic streptococci. The findings in the 
other cases were of no significance. 


This matter of diagnosis appears to us of the highest im- 
portance and has perhaps been insufficiently considered by some 
authors. Poten (1920)*° in his analysis of the Hanover figures 
over a long period records an incidence of sepsis from 15 to 2u 
per cent, while Schottmiiller (1928) puts the incidence at 2 pet 
cent. Benthin (1927)” speaks of go per cent of puerperal pyrexia 
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as due to local sepsis. Diagnosis is essentially a clinical matter, 
but it is necessary prior to effective bacteriological work. 

We are left then with 48 cases of definite sepsis (genital) of 
which 31 arose in hospital and 17 were admitted as such. The 
organisms which appeared to be responsible for these infections 
were as under : 


Hemolytic streptococci 14 (11 in pure culture) 
Anaerobic streptococci 10 (6 in pure culture) 
B. Coli 8 (1 in pure culture) 
Gonococci 

Non-hemolytic streptococci 

Pneumococcus Type IV 

Pneumococcus Type I 

Uncertain 


The cases were of varying severity though the majority were mild. 
Two patients died, both pneumococcus Type I infections which 
have been reported in detail elsewhere (Nixon and Wright 1929).”’ 
Blood cultures were positive in these two cases. In one in which 
cultures from the uterus yielded large numbers of B. coli and B. 
Welchii a blood culture taken immediately after removing the 
intrauterine swabs yielded B. Welchii in small numbers (1 per 
c.c.). Subsequent cultures from the uterus and from the blood 
were free from this organism though the uterus continued to yield 
B. coli. One other case of B. coli infection of the uterus afforded 
a positive blood culture Both the cases recovered. (In three 
other cases blood cultures grew B. coli—in one 150 organisms per 
c.c. Two of these were renal conditions and one an abortion. 
One patient died, a case of pyelonephritis with impacted stone in 
the ureter.) 

The figures indicate that the frequency of hemolytic strepto- 
coccal infection in the puerperium is relatively low and that ‘‘mor- 
bidity’ is no sort of guide in this connexion. Our series com- 
prised 125 ‘‘morbid’’ cases and only 14 streptococcal infections. Of 
the actual infections (48) rather less than one third were due to 
hemolytic streptococci, and these have varied very much in 
severity. None of our cases died and only about half of them were 
of moderate severity. Although the majority of very severe cases 
of puerperal sepsis are due to this type of organism yet actually 
infections of this kind may be extremely mild. Cultures from the 
uterus cannot therefore provide a certain short cut to prognosis. 

The anaerobic cocci provide a higher proportion of the cases 
than published reports usually suggest. We are inclined to think 
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that further experience will demonstrate an even higher incidence 
So far as it goes our experience supports the views of Schottmiiller, 
Schwarz and Dieckmann, Harris and Brown (1929)”* that this 
group of organisms is of considerable importance. Some of our 
cases have been long and relatively severe but none have died and 
we have detected no septiczmia. 


What we have called B. coli infections were in most cases 
really mixed infections with this organism predominating, and they 
have been relatively mild. 


The cases which we have labelled ‘‘uncertain’’ are seven in 
which cultures from the uterus have yielded no significant in- 
formation and in which there was laceration of the cervix and 
perineum from which organisms such as staphylococci and B. coli, 
probably but not certainly the cause of infection, were isolated. 


SOURCE OF INFECTION. 


Of the 14 infections attributed to hemolytic streptococci five 
arose in hospital and nine were admitted from outside. The nine 
outside cases were all due to S. pyogenes (Holman’s classification) 
which was in pure culture. Three hospital cases were due to a 
similar organism (twice in association with B. coli) and two to 
S. equi (lactose and mannite not fermented) once in association 
with B. proteus. Both the latter were very mild cases and only 
one hospital case was at all severe. In none of these five cases 
were hemolytic streptococci found in the vagina before delivery. 
As to the cases admitted we have no information regarding the 
antenatal bacteriology. As far as this group of organisms is con- 
cerned our experience is that there is no clear evidence of infection 
in cases which harboured hemolytic streptococci before delivery, 
but five cases have occurred in patients from whom no such organ- 
ism could be isolated just before delivery. We have sought the 
offending organisms in the throat of the patient and in her attend- 
ants. So far we have met with two cases in which biologically 
similar organisms were found in the patient’s own throat, but 
serological identity has not been proved. 


Seven of the cases infected with anaerobic streptococci were 
examined before delivery, but no similar organisms could be isola- 
ted.. We would, however, repeat that we think such findings are 
only of limited value owing to our lack of knowledge of the 
peculiarities of the organisms. Of the six B. coli infections only 
two yielded similar organisms before delivery, one after consider- 
able manipulation outside the hospital. Two of the three cases 


B 





230 Journal of Obstetrics and Gynecology 


infected with non-hemolytic streptococci had a similar organism 
in the vagina beforehand. 


Both pneumococcus Type I cases were outside cases and in one 
of them the infection was traced to the mouth of an attendant. In 
the pneumococcus Type IV case, a very mild one, the organism 
was not present before delivery. In 17 out of 21 cases, then, in 
which the facts are available, the cause of the infection was not 
found ian the vagina before delivery, the details being as follows: 
hemolytic streptococci (5), anaerobic streptococci (7), B. coli (4) 
and pneumococcus Type IV (1). 


DISCUSSION. 


It is not possible to compare our findings directly with those 
of other workers because of the great differences in technique and 
in criteria adopted. Suffice it to say that so far as the hemolytic 
streptococci are concerned our findings substantiate the more con- 
servative views of others that these organisms are infrequent in- 
habitants of the normal genital tract before delivery. It seems 
quite unnecessary to enter into the old, largely ill-informed, pol- 
emical discussion as to the exogenous or endogenous source of 
infection. Our findings suggest that in the main it is the bacteria 
which enter the genital tract during or after labour which are most 
important, but there is some slight risk arising from the organisms 
present before. This risk cannot be neglected and should be 
guarded against, but we think it is a minor risk. One of the chief 
changes occurring in the genital flora following delivery is an 
increase in the intestinal type of organism—coliform bacilli—and 
these produce a certain amount of sepsis. This is one very im- 
portant source of infection which should be capable of reduction. 
Our figures suggest that normally there is also an increase in the 
anaerobic streptococci after delivery. As we do not yet know the 
source of these organisms we cannot decide whether they, too, are 
of intestinal origin. We have one clear case of fatal sepsis arising 
apparently from the personnel as a droplet infection, two others 
n which the suggestion is that the infection came from the patient’s 
throat. A tedious study of several thousand cases would, we think, 
be necessary in order to settle definitely the source of all strepto- 
coccal infections, but our experience suggests that a more profit- 
able line will be the search for the infecting organism elsewhere 
in the patient and her environment. We would stress, too, the 
variety of organisms that may cause the condition and in particu- 
lar the apparent importance of anaerobic organisms and the rela- 
tive infrequence of hemolytic streptococci. This last point has 
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also been noted by Bryce,** Armstrong and Burt White in their 
later publications and Colebrook and Hare. Both have been 
emphasized for a long time by Schottmiiller, who, summing up his 
long experience, give the causes of puerperal sepsis in an order of 
frequency not much unlike our own. It would seem that there has 
been too much of a tendency to regard puerperal fever as a 
separate and distinctive disease and to make inaccurate generaliza- 
tions. There seems little justification for regarding it in any special 
light. There is an area of what is practically traumatized tissue 
exposed to infection by organisms of diverse kinds and varied 
origin. What happens depends, as in all infection, on the nature 
and virulence of the organism, the local conditions it finds for 
its multiplication and the resistance of the patient. Hence the 
variation in clinical severity of cases caused by similar organisms; 
hence, too, the almost inevitable failure of a prognosis based on 
bacteriological findings alone. Prognosis and diagnosis, here as 
elsewhere, are essentially clinical matters and it is the uncertainty 
attached to this part of the study of the problem that makes re- 
ported figures connected with anything except mortality almost 
impossible to interpret. 


SUMMARY. 


True hemolytic streptococci have been isolated from the 
vagine of 32 out of 1,123 women immediately before delivery 
(2.7 per cent). Of these, 18 possessed the properties of the variety 
S. pyogenes. Pseudo-hemolytic streptococci have been found 
in 1.3 per cent of these cases and anaerobic cocci in 1 per cent. There 


is no evidence that any of these organisms gave rise to infection 
in the puerperium. 


Hemolytic streptococci and anaerobic cocci have been isolated 
from the lochia and from the uterine contents of apyrexial cases. 


_ Of 125 febrile cases examined 50 were certainly and 27 others 
probably due to some extrauterine cause ; 48 were definitely septic. 
Of these 48 cases 14 were caused by hemolytic streptococci, 10 
by anaerobic cocci and eight by B. coli. Of 21 septic cases only four 
harboured the causative organism in the vagina before delivery 
(two B. coli, two non-hemolytic streptococci). 


The bacteria present in the vagina before delivery are 


apparently a less serious danger than those which enter during or 
after labour. 
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This paper is based on an investigation of the case records 
and after results, of the last fifty cases of congenital retention of 
the menses treated in the London Hospital. The condition is rare, 
and we have had to go back in the records 21 years in order to 
collect the cases. 

The condition in its simplest clinical form of hzmatocolpos 
was known to Celsus (55 B.C. to 7 A.D.) who recommends the 
‘‘cross-wise incision”in his work ‘‘De Medicina.’’ Isolated cases 
have been published from time to time on account of the natural 
interest aroused by its rarity, and some investigation has been 
carried out in an attempt to establish the embryological significance 
of the occluding membrane. We have devoted ourselves in this 
paper almost entirely to the clinical aspect, including the 
prognosis. 

Two conditions ate common to all the cases included in this 
series :— 

The presence of endometrium associated with menstruation. 

The presence of a congenital obstruction. 


We find on analysis that these 50 cases of congenital retention 
of the menses can be classified as follows :— 


Group A. 


41 cases—In which the obstructing membrane was situated at 
the junction of the vulva and vagina. 
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Group B. 


6 cases—In which the obstructing membranes were situated 
at various levels in the vagina. (There were two 
cases of double vagina.) 

1 case —In which the obstructing membrane was in the 
neighbourhood of the external os. 

1 case —In which the vagina was absent. 

1 case —In which the menses were retained in a rudimentary 
horn. 


50 

It will be seen that we have divided the cases into two groups, 
A and B. Group A consists of those in which obstruction is 
merely a membrane at the vaginal outlet; none of these showed 
any other abnormality. Group B consists of nine cases in which 
there was obstruction at a higher level than the vaginal outlet; 
the majority had other congenital abnormalities of the genital 
tract, and in one case the urinary tract was also affected. 


The records of the 41 cases in which the obstructing membrane 
was situated at the vaginal outlet enable us to subdivide them into 
three groups :— 


1. Cases in which a hymen was recorded as present below 
the obstructing membrane. - - - - - = = 20 
2. Cases in which a hymen was definitely recorded as 
being absent. - - - - - - - - - - Ii 
3. Cases in which no mention, positive or negative, was 


made of ahymen_ - - - - - <j x x gg 


41 


The histological material available is very limited, for we have 
good slides of the membranes from six cases only. The mem- 
branes from cases 21, 28 and 31 are lined on one side by squamous 
epithelium and on the other by columnar epithelium, as in the 
monochrome drawing No. I. Those from cases 10, 20 and 37 
are lined by squamous epithelium on both surfaces, as in the 
monochrome drawing No. II. Five membranes are from cases 
included in Group A, and one from Case 20 was situated half-an- 
inch above the vaginal outlet, and above the existing hymen. 

The foregoing clinical and histological evidence shows that 
two distinct types of membrane may produce obstruction at the 
vaginal orifice :— 
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1. A membrane above a normal hymen. 
2. An imperforate hymen. 


Symptoms. 
When we considered the symptomatology of these cases we 
found that our 50 cases could be divided into three main groups :— 


Group I. 22 cases. The symptoms are referred to the urinary 
tract. 


(a) One or more attacks of retention of urine (often preceded 

by attacks of increasing difficulty—17 cases. 

(b) Difficulty and pain or micturition (not yet reaching the 

stage of acute retention)—5 cases. 

Group II. 16 cases. The most striking symptom is acute hypo- 
gastric pain, similar to that of spasmodic dysmenorrhoea. This 
tends to recur at regular intervals; the attacks are often associated 
with nausea, vomiting or vertigo and may or may not be accom- 
panied by external hemorrhage. 


(a) Pseudo-dysmenorrhoea (i.e. like dysmenorrhoea but un- 

accompanied by vaginal hemorrhage)—13 cases. 

(b) True dysmenorrhoea (accompanied by vaginal hzmor- 

rhage). 
Case 7—Occlusion of an ill-developed horn of the uterus. 
Cases 9 and 39—Double uterus with unilateral occiusion. 
—3 cases. 

Group III. 12 cases. The presenting symptom is pain, which 
we believe to be due to vaginal distention. It is characteristic 
and consists of a dull ache felt in the sacrum, above the symphysis 
pubis and in the perineum. It is increased by sitting, by lying 
down and also during defecation. Sometimes there are attacks 
of acute pain, recurring at regular intervals. Some patients in 
this group are noted as having hemorrhoids, presumably due to 
pressure on the hemorrhoidal plexuses, and the additional 
symptoms caused thereby may obscure the diagnosis. 

In five cases the pain was constant and unvarying and in 
four it was constant with exacerbations.—g cases. 


The three remaining cases have individual presenting symp- 
toms :— 


Case 8—Six weeks intermittent abdominal pain bearing no 
relation to periods (Double uterus, hzematometra 
and right hematosalpinx). 


Case 22—-No symptoms, age 15 years 8 months. Complaint 
was non-appearance of menstruation. 
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Number of Cases. 





14 16 18 20 
Age of Patients. 


AGE INCIDENCE CHART. 


Age Incidence. 


The above age incidence chart shows that in the vast majority 
of cases the patients presented themselves for treatment during 
the 14th, 15th, and 16th years of age. Analysis of this chart in 
relation to the level of the obstruction reveals the fact that the 
39 patients who presented themselves for treatment before the end 
of the 16th year include only four of the nine cases in which the 
obstruction was not at the level of the vaginal orifice. 
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Case 49—Short solitary attack of acute pain in right iliac fossa. 
Found at operation to be due to local aseptic peri- 
tonitis from escape of blood from right hzmato- 
salpinx. 


These three clinical groups form a classification of presenting 
symptoms. Many cases fall into more than one group; in some, 
pain and urinary symptoms occur together ; in others the symptoms 
of one group give place to the symptoms of another, as the course 
of the condition progresses. We have found that the cases in 
which urinary symptoms are marked have usually a shorter history 
(six months) than those in which pain predominates (12 months 
or more). 


Signs. 

In the great majority of cases the signs are very characteristic 
and leave little doubt as to the diagnosis if the condition is 
once suspected. In 43 cases there was an abdominal swelling 
which varied greatly in size. In the great majority of cases the 
swelling reached up to, or just below, the umbilicus. The smallest 
swelling is noted as reaching one and a half inches above the 
symphysis pubis, and the largest reached up to the ensiform 
cartilage. In all but four of these the uterus could: be felt as a 
small object of greater density and definition on some aspect of 
the upper surface of the abdominal swelling. In the remaining 
seven cases the swelling was confined to the pelvic cavity. 


The pelvic signs are usually diagnostic. In 41 cases 
separation of the labia revealed a membrane, sometimes purple 
and bulging, sometimes pale-pink and flat, and in one case a 
dimple behind the urethra replaced the absent vagina. In four 
cases careful inspection revealed two with a membrane half-an- 
inch up the vagina, and a further two with the occlusion one inch 
up. In the remaining four no abnormality of the vulva was 
visible. 


On rectal examination, in those cases in which the obstructing 
membrane was at or near the vaginal outlet, the swelling was 
characterized by the low level reached by its lower pole, by its 
close proximity and by its tendency to obliterate the lumen of 
this viscus. Hzmorrhoids were noticeable in some cases. 


Differential Diagnosis. 


In only a few cases had a correct diagnosis been made before 
the arrival of the patient at the hospital. The condition is so 
rare that few practitioners in a long experience see even one case, 
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In this series among the original diagnoses made were :— 
Nervous retention of the urine; pregnancy; ovarian cyst; recur- 
rent appendicitis; rheumatism ; hemorrhoids; constipation. 

The majority, on arrival at hospital, were correctly diagnosed 
by members of the Gynecological Staff before operation. 
However, in this series five cases were submitted to operation under 
a misapprehension of the correct diagnosis and merit fuller con- 
sideration. 

Case 7. Operation elsewhere for alleged rupture of left ectopic 
gestation. There was a hematosalpinx, but it was not examined 
microscopically. 

A second operation was performed in the London Hospital 
because of intractable violent dysmenorrhoea with a_ swelling 
palpable on the left side of the uterus. This proved to be 
an occluded horn of the uterus filled with menstrual fluid and lined 
‘by functioning endometrium. The diagnosis was obscured by the 
regular menstrual loss from the rest of the uterus. 

Case 48 was diagnosed as a right broad ligament cyst. One 
half of the double genital tract was dilated, the other half men- 
struated normally. 

Case 15. A swelling felt in the left iliac fossa was thought to 
be an ovarian cyst.. In reality it was a dilated uterus above the 
hzematocolpos. The latter condition was, however, diagnosed and 
thought to be complicated by the presence of an ovarian cyst. 

Case 43. A hypogastric swelling was diagnosed as an 
appendix abscess. The history was that of pain for two months 
in the lower abdomen worse on the right side than on the left. The 
hypogastric swelling was mobile. 

Case 49 was admitted and operated on as a surgical emergency 
under the diagnosis of acute appendicitis. The acute symptoms 
were caused. by blood leaking from the abdominal ostium of a 
right hematosalpinx, secondary to hematocolpos. 

The last two cases might have been diagnosed if a more care- 
ful examination had been made. 


Treatment. 


In the simple cases of hzematocolpos crucial incisiun into, or 
circular excision of the obstructing membrane was performed. 
The amount of retained fluid varied from eight ounces to five 
pints. The average was two to three pints of a dark reddish 
black fluid of a consistence of thin treacle. It tended to be of a 
brighter red in those cases with a short history. In some cases the 
vagina was regularly douched after the operation,but the tempera- 
ture charts showed less febrile disturbance during convalescence 
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in the undouched cases, The temperature charts showing least 
febrile disturbance were from cases in which free, unaided drainage 
in Fowler’s position was allowed. In several cases gauze packing 
was introduced into the vagina, for the purpose of maintaining 
the patency of the incised membrane. In most of these cases there 
was a febrile disturbance. 

Laparotomy was reserved for those cases in which dilatation 
of the Fallopian tubes was diagnosed. The walls of such tubes 
were found to be thin and friable ; in two cases spontaneous rupture 
had occurred, and in another rupture was caused by bimanual 


examination following incision of the membrane. In these cases 


salpingectomy and sometimes hysterectomy was necessary. 


PROGNOSIS. 


We have attempted to investigate the prognosis of all these 
patients and have obtained the following results :— 


Group A. Low OBSTRUCTION. 
Traced. Left hospital well, but now dead 
Traced. Now alive - 
Untraced - 


Group B. HIGH OBSTRUCTION. 
Traced. Died in hospital 
Traced. Now alive - - 
Untraced. - - - 


Group A. The two patients in Group A who left hospital 
well and are now dead are cases 5 and 35. Case 5 died in 1926 


of an alleged ‘‘cancer of the bowels.’’ Case 35 died of consump- 
tion 12 months after leaving hospital. 


The 34 cases in this group, which we have traced and which are 
now alive, are made up by 12 patients who are married and 22 
patients who are single. 

Married Cases. 


Of these 12 cases 10 have been fertile as follows :— 
Case 1. 1 child. 
Case 2. 2 children. 
Case 10. 1 child. 
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Case 18. Married four years. Now three months pregnant. 
Contraceptives used until recently. 

Case 23. 1 child. 

Case 25. 1 child. 

Case 32. 1 child. 

Case 34. Two months pregnant when seen. (Diagnosis 
only probable.) 

Case 48. Three children by first marriage; two children 
by second marriage. 

Case 50. Two children. Twins. 


The two married unfertile cases are :— 


Case 17. Laparotomy in hospital. Both Fallopian tubes 
bulky, oozing blood from abdominal ostia. The 
patient was of male type. Menstruation irregular. 


Cae 21. Has been married only three months. 


In no case was dyspareunia complained of, either before or 
after birth of children. 


From the 22 unmarried patients we have obtained the following 
information :— 


Menstruation. 


The loss was regular and normal in 17 of these cases. The 

five with abnormal menstrual histories were :— 

Case 27. Periods irregular. Menstruation seven days every 
four. to 12 weeks. 

Case 28. Scanty loss for two days at six monthly intervals. 
Pubic hair of male type. Breasts well developed, 
but nipples retracted. 

Case 32. Periods irregular. Menstruation three to five days 
every five to seven weeks. 

Case 4o. Loss regular but scanty. Masculine type. Pubic 
hair of male type. 

Case 41. Periods irregular. Menstruation four to five days 
every three to five weeks. 


Dysmenorrheea was absent in 16 cases; slight in nine cases; 
severe in two case.—Total 22 cases. 


Vaginal discharge was absent in 16 cases; slight in five cases 
and copious in one case.—Total 22 cases. 

The case with copious discharge was No. 40. It arose from a 
non-gonococcal chronic cervicitis. 

Eleven patients in this unmarried group allowed us to make a 
local examination of the genital tract. 
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Case 15. No abnormality was discovered. No hymen visible. 

Case 22. No abnormality was discovered. No hymen visible. 
Vagina would easily admit an index finger. 

Case 26. Local physical signs suggested previous parity, but 
patient denied pregnancy. 

Case 27. Annular constriction half-an-inch from the vaginal 
orifice, rather tough, just admitted tip of index finger. 

Case 28. No abnormality was discovered. Normal hymen. 

Case 30. No abnormality was discovered. Normal hymen. 

Case 37. Internal organs normal. Torn hymen. 

Case. 40. No abnormality was discovered. Normal hymen. 

Case 41. Cribriform hymen with four openings, each admit- 
ting the tip of a uterine sound. 

Case 45. No abnormality was discovered. Normal hymen. 

Case 46. No abnormality was discovered. Torn hymen. 

The five untraced cases were 6, 8, 12, 16 and 31. 


Group B. 


The two patients who died in hospital were cases 9 and 39. 
Particulars of these cases are given below :— 


Case 9. Symptoms had been present for two and a half years. 
At the operation a difficult subtotal hysterectomy was performed. 
There were extensive adhesions, the uterus contained two ounces 
of fluid and the Fallopian tubes about 10 ounces each. Difficulties 
were increased by an abnormal right ureter passing behind the 
cervix to the left side. The vagina was absent. The temperature 
was raised from the date of the operation till the death on the 
eighth day. No post-mortem was obtained, but death was almost 
certainly due to a spreading peritonitis originating in the pelvis. 


Case 39. This case presented a cystic swelling to the left of 
the vagina. The cervix was pulled upwards and to the right. 
The swelling was thought to be either a hematometra occurring 
in one horn of a double uterus, or a uterine tumour. Laparotomy 
was performed and unilateral hamatocolpometra confirmed. The 
patient was then placed in the lithotomy position and bilateral 
perineotomy performed in order to gain access to the lower pole 
of the swelling. The vaginal wall in this situation was incised 
and 15 ounces of fluid drained away. The cavity was douched 
after drainage. For the first two days the temperature was raised 
to 99.6°F., but then settled till the seventh dav. Then there was a 
sudden rise to 102.7°F. Spreading peritonitis developed, which 
was fatal the next day in spite of suprabuic peritoneal drainage. 
The patient died on the eighth day following the original operation. 
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Both deaths were the direct result of operative interference. 


The six traced cases now alive include four married and two 
single patients. Two married patients have been fertile :— 

Case 13. Seven children. 

Case 20. Two children. 


The remaining two married patients were :— 
Case 11.—Bi-lateral salpingectomy in hospital. 
Case 19. Pan-hysterectomy in hospital. 

The two single patients were :— 

Case 7. Hysterectomy when in hospital. 

Case 43. Menstrual history normal. Constriction two and a 
half inches up the vagina, which allowed the passage 
of the tip of the index finger. Hymen torn, genital 
tract otherwise normal. 


The one untraced case was No. 8. 


CONCLUSIONS. 


1. Congenital retention of the menses is most commonly ‘due 
to an occluding membrane at the vaginal orifice.- 

2. There is clinical and histological evidence that this membrane 
may be of two varieties: (a) an obstructing membrane above a 
normal hymen; (b) an imperforate hymen. 

3. Cases seeking treatment after the end of the sixteenth year 
often exhibit some abnormality other than a simple occluding 
membrane. 

4. Cases in which the obstruction is situated at a level higher 
than the vaginal outlet are commonly associated with other con- 
genital abnormalities of the genito urinary tract. 

5. The symptoms are characteristic and the cases can be 
grouped into definite clinical types. 

6. The signs are diagnostic except in those rare cases in which 
the genital tract is partially or completely double. 

7. The majority of errors in diagnosis would be avoided by a 
more complete physical examination. 

8. The immediate risk of simple cases of hzmatocolpos is 
negligible, but there is a very serious risk if the retention of 
menses is complicated by dilatation of the upper genital tract, or 
by the presence of genital defects, other than the occluding 
membrane. 

g. The fluid should be allowed to escape unassisted by abdom- 
inal pressure. 

10. No attempt should be made to irrigate the vagina or to 
introduce gauze drainage. 
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11. The prognosis with regard to subsequent fertility is 
excellent. 


12. Remote complications of any sort are exceedingly rare 
when adequate drainage has been established. 


SUMMARY OF CASE RECORDS. 


Case 1. Age 13 years. Nine days pain in lower part of back, worse on 
lying down. Similar attack 14 months previously. No menstruation. 
Swelling rising out of pelvis to level of umbilicus; hard nodule at upper 
pole. Bulging membrane at vulva. Per rectum: swelling bulging back- 
wards and obliterating lumen. Membrane incised with cautery in 
Y-shaped manner. Dysmenorrhoea before marriage. Married ‘1920 and 
one child 1926. Menstruation began five months after operation and has 
been regular since, 5/18 days. Letter only. (1907). 


Case 2. Age15 years. Sent up with 24 hours acute retention of urine. 
Two attacks of difficulty, one six weeks before and the other 13 weeks. 
Swelling rising out of pelvis to just below umbilicus. Uterus palpable at 
upper limit of swelling. Bulging purple membrane at vulva. Cruicial 
incision in membrane that was present just above a normal hymen. Periods 
regular. No dysmenorrhcea or dyspareunia. Married, two children alive 
and well. Letter only. (1907). 


Case 3. Age 13 years. One year paroxsyms of sacral pain of several 
hours duration in periodic attacks lasting nine to eleven days, relieved 
by recumbency. Clear intervals three weeks. Attacks increasing in 
severity. Mother aware of abdominal swelling for one year. Treated by 
doctor for appendicitis. Swelling rising out of pelvis three fingers above 
umbilicus, elastic with hard knob high up on its posterior aspect. 
Bulging membrane in position of hymen. Three pints of greenish black 
fluid evacuated on piercing membrane with cautery. Cervix funnel-shaped, 
uterus slightly enlarged. Fallopian tubes not palpable. Now in good 
health periods regular. 5/28, fair amount of pain during flow. Afraid 
to marry because unaware of nature of malady. Reassured. (1908). 


Case 4. Age 17 years. Two years periodic attacks of abdominal pain 
lasting four to seven days. Elastic swelling rising out of pelvis to just 
above umbilicus. Vaginal septum just above hymen. Incised with 
cautery, several pints of very dark brown fluid evacuated. Uterus not 
enlarged. Cultures of fluid remained sterile. Well on leaving hospital. 
Could not be traced. (1909). 


Case 5. Age 16 years. Nine months ago an attack of acute retention, 


second attack two days ago—once needed hot baths between these two, 
on account of difficulty in micturition, 
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Two days aching in perineum. After catheter, elastic swelling rising 
nearly to umbilicus. Uterus not felt on top. Tense bulging membrane at 
vulval orifice. Incised with cautery, several pints of typical fluid escaped. 
Hymen could not be demonstrated apart from swelling. Cervix felt 
normal, therefore douched. Apyrexial except for temperature 99.6°F. day 
after operation. Died, single, 1926 of ‘‘cancer of bowels.” (1909). 


Case 6. Age17 years. Pain in back and groins and a swelling in ‘“‘front 
passage.’’? Pain worse for six days and swelling enlarging. No periodicity. 
Acute retention on admission. Catheterized. Has had attacks of diffi- 
culty. Fluctuating swelling rising out of pelvis to umbilicus and tense, 
tender, bulging septum at vaginal orifice. Incised posteriorly and 
laterally with cautery. Chocolate fluid escaped, external os patulous, no 
douche. Apyrexial in hospital. Could not be traced. (1909). 


Case 7. Age 28 years. Previous operation: L. salpingectomy for 
hematosalpinx, in Northampton: presumed to be ectopic gestation 
Operation did not relieve very severe dysmenorrheea beginning with onset 
of flow. Three dilatations with curettage gave no relief. Laparotomy 
revealed a broad, enlarged left uterine cornu distended by menstrual fluid. 
Subtotal hysterectomy was performed. The occluded cornu was slightly 
longer than the rest of the uterus, which was of normal size. Health 
excellen, absolute amenorrhoea, severe headache came on after operation 
but has now ceased. Has some pain down left side. Single. (1909). 


Case 8. Age 19 years. Menstruation regular. Six weeks tender 
swelling in hypogastrium, increasing in size. Admitted to surgical bed 
for investigation. Seen by gynecologist and right broad ligament cyst 
diagnosed. There was a cystic swelling filling the pelvis, bulging down 
the right fornix and preventing access to cervix. Firmly fixed to normal 
sized, rather elongated uterus. Incised from vagina; tarry fluid escaped. 
Bimanual examination then revealed right Fallopian tube distended to 
size of a ‘Cambridge sausage.’ Abdominal right salpingectomy. Vaginal 
drainage of right sided uterus for four days. Good recovery. Three weeks 
later left cervix palpable. No other cervix, but opening in right fornix 
admitted finger to right half of uterus. No appreciable constriction 
between cervix and body of uterus, Could not be traced. (1909). 


Case 9. Age 17 years. Two and a half years’ attacks of pain every 
month in lower abdomen and thighs. No menstruation. Operation else- 
where five weeks before without result. On examination two swellings 
in abdomen—the one central sub-umbilical mobile cystic and the size of 
a full time feetal head : the other elastic, fixed firmly in right iliac fossa. 
Urethra normal,but just behind only a small dimple into which sound 
would not pass. Per rectum thin fibrous cord in situation where vagina 
should have been. Laparotomy. Swelling to right was a hzematocolpos 
and hematometra, the body of the uterus being the size of a six weeks’ 
pregnancy.’ The central swelling was a large left hzmatosalpinx with 
an enlarged adherent cystic left ovary. The right Fallopian tube was 
also dilated. There were many adhesions and the right ureter crossed 
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behind the cervix to the left side. A difficult hysterectomy was performed. 
On the sixth day vomiting and diarrhcea set in and on the eighth day 
the temperature rose to 103°F. and death occurred. No post-mortem. (1909). 


Case 10. Age 16 years. Two years monthly attacks of lower 
abdominal pain, worse for five months. Difficulty in micturition. No 
menstruation. Cystic swelling rising out of pelvis to above umbilicus, 
much harder on the right side. Hymen bulged down by a septum above 
it. Septum incised and fifty ounces of typical fluid escaped. Uterus and 
cervix found to be normal. Gauze inserted. Temperature 100°F. 


Married six years. One child. Menstruation regular, 7/28, with slight pain 
on first day. (1910). 


Case 11. Age 18 years. One year periodic monthly pain in lower 
abdomen for three to four days. No menstruation. On examination, 
swelling rising out of pelvis up to the umbilicus. Upper part four and a 
half inches by three inches moves transversely on lower part. Rectally, 
elongated swelling in line of vagina. Vulva showed a normal hymen 
with a septum half-an-inch above it, which did not bulge. When opened 
by the cautery, this proved to be half-an-inch thick. Typical tarry fluid 
escaped. The cervix was dilated and a finger could be passed into the 
dilated uterus. Temperature went up on the third day and on the eleventh 
day signs of pelvic peritonitis led to laparotomy. Bilateral salpingo- 
oophorectomy was performed, but a piece of the left ovary was not 
removed. Two days later a vesico-vaginal fistula developed and caused 
urinary incontinence. Later two attempts were made to close the fistula 
and the second was successful but also closed the vagina. When seen 
four months later, patient was well but menstruating via the bladder for 
four days each month without pain. When seen recently, patient had 
been married for four years and was now a widow. For seven years 
monthly hematuria continued. Then amenorrhcea. Well. Vagina closed 
three-quarters of an inch above remnants of hymen. Rather masculine 
type. (1910), 

Case 12. Age 18 years. Brought to hospital because of hemorrhoids 
and severe pain of bearing down character for 24 hours. Mother thought 
menstruation began two years before, but there never shad been any 
external loss. Swelling rising for several inches out of pelvis. Hard 
nodule attached to its apex. Bulging septum at vulva. Incised, typical 
fluid escaped. Cervix dilated, but dilatation limited to lower part of 


its canal. Body of uterus normal. No trace could be found of this patient. 
(1910). 


Case 13. Age 16 years. This patient had been operated upon pre- 
viously for hzematocolpos at another hospital. After this menstruated for 
three weeks with much pain. Loss lasted one week but between periods 
suffered an offensive discharge. On examination, torn hymen and 
constriction one inch up the vagina. This allowed passage of a sound 
for two and a half inches. Bimanually uterus felt normal. Dilated with 
the forceps and given glass dilators to take home. Cervix felt normal. 


C 
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When written to, the patient was found to be married and the mother 
of seven children. She had four young babies and could not come to see 
us. She made no complaints by letter. (1911). 


Case 14. Age 16 years. Six months, recurrent attacks of ‘‘stomach- 
ache”’ lasting two days. Last attack began ten days before admission and 
persisted. Three days before admission, retention of urine. On examina- 
tion, swelling found rising out of pelvis half way up to umbilicus. 
Bulging membrane presented at vaginal orifice. No note about hymen. 
Septum incised, external os slightly dilated. On following up, the patient 
was found to be single and in good health. Menstruation is regular. 
Patient was not seen for examination. (1911). 


Case 15. Age 14 years. For four months frequent recurrent attacks 
of pain in lower abdomen.and back. Daily attacks of frequency, and diffi- 
culty in micturition often present. Indefinite swelling rising out of pelvis 
to umbilicus. Definite swelling in left iliac fossa, thought to be an ovarian 
cyst. Laparotomy revealed this to be a dilated uterus on the left side of 
a large hematocolpos. The Fallopian tubes were not dilated, but there 
was a little free blood in the peritoneal cavity. A membrane bulged at the 
vaginal orifice and was incised. On following up, the patient is single, 
perfectly well and well developed. Her periods are normal and regular, 
four to five days every 28 davs. She has a very slight intermenstrual 
discharge. The hymen and all the pelvic organs were found to be normal. 
(1911), 


Case 16. Age 15 years. For three weeks patient had pain in the lower 
part of the back and two days before admission had a sudden acute attack 
of retention of urine. No menstruation had occurred. On examination 
a swelling was found rising out of the pelvis to the level of the umbilicus, 
with a hard nodule at its upper part. There was a bulging pink membrane 
just above a normal hymen. The septum was incised and about 24 ounces 
of typical fluid drained away. Cervical canal just admitted a finger but 
Fallopian tubes were not clinically dilated. No trace could be found of 
this patient. (1912). 


Case. 17. Age1q years. Three years pain in lower abdomen. Admitted 
with first attack of acute retention. Swelling in lower abdomen half way 
up to umbilicus with firm apical part. Excision of circular piece of 
membrane at vaginal orifice. Two pints of typical fluid drained away. 
Cervix admitted two fingers easily. Fallopian tubes not felt to be 
enlarged. Laparotomy revealed both Fallopian tubes rather bulky and 
a small quantity of dark coloured blood could be squeezed from the 
ostia. Some abdominal effused blood in the peritoneal cavity was swabbed 
out and the abdomen was closed. Dr. Maxwell, who operated, made very 
careful notes of the case and suggested advisability of salpingostomy later, 
if sterility present. On following up, this patient was found to have been 
married for five years but had had no conceptions. She was very fat 
and of rather a male type, with a slight moustache and male type of 
pubic hair. The periods were irregular, three days every 42 to 64 days; 














Microscopical Section of Obstructing Membrane from Case 21, showing 
a covering of stratified squamous epithelium on the external surface and 
a single layer of columnar epithelium on the internal surface. 
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no pain. Breasts normal. On examination only the cervix could be felt 
and this did not appear abnormal. Patient did not desire children. (1912). 


Case 18. Age 14 years. Six months ago had an attack of acute 
retention of urine relieved by catheter. Difficulty in micturition since 
then. No menstruation. Pain and difficulty during defecation. On 
examination, cystic, soft tumour rising to level of umbilicus. Central 
highest part hard and nodular. On rectal examination, cystic swelling 
filling pelvis continuous with abdominal swelling. Hymen represented 
by a thin rim of tissue just above which was a thin, bulging septum. 
Septum incised; fluid evacuated. Cervix slightly dilated, body of uterus 
not enlarged. Very slight pyrexia on sixth and seventh days of con- 
valescence. When followed up, this patient had been married for four 
years and was then three months pregnant. Up to that time contra- 
ceptives had been employed. Her periods after the operation were 
regular 5/28. She was living at a great distance and we were unable to 
see her for examination. (1912). 





Case 19. Age 22 years. For eight years she had had monthly attacks 
of acute abdominal pain associated with tenderness. On examination, 
a swelling was found reaching three fingers’ breadth above the symphysis 
pubis. The external genitalia appeared normal but one inch up the vagina 
was a tense cystic swelling the size of a ‘William pear,’ felt in the usual 
position of the uterus. No definite cervix was felt. An abdominal pan- 
hysterectomy was performed, as the uterus and both Fallopian tubes were 
greatly distended with retained menstrual products. Recovery was un- 
interrupted. On following up this patient, she was found to have beeen 
married for eight and a half years. Her health was very good. (1913). 


Case 20. Age 14 years. For ten days she had suffered with pain in 
her back and had noticed a swelling in the abdomen reaching up to the 
ensiform cartilage. On pressing this a dark imperforate hymen protruded 
at the vulva. Septum incised and about five pints of fluid gushed out. 
Laparotomy was then performed and revealed a uterus very slightly 
enlarged, Fallopian tubes of normal appearance. Convalescence was un- 
interrupted. On following up this patient, she was found to have been 
married for six years. She had two children, one ten months after marriage 
and the other two years ago. Her periods were normal in amount and 
free from pain. (1913), 


Case 21. Age 14 years. Six weeks ago a little ‘pain under the heart.” 
Three weeks ago noticed fulness in lower abdomen. No pain. Two days 
before admission onset of pain in the right iliac fossa, getting worse. 
Also difficulty in micturition. On examination, there was a fluid swelling 
halfway up to umbilicus, with a small, hard nodule in front of it. At 
the vaginal orifice was a septum bulging downwards. The membrane 
‘was incised and thick brown fluid escaped. The uterus felt normal and 
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the Fallopian tubes were not distended. On following up, this patient 
was found to have been married for three months. For one week coitus 
was very difficult and accompanied by profuse bleeding. Her periods 
were regular, 7/28, with slight pain during the first day. The pelvic 
organs and breasts appeared normal. (1914). 


Case 22. Age 15 years. Brought up because of absence of menstruation. 
No symptoms. The breasts were normal and the abdomen revealed a soft, 
fluctuating swelling rising above the pubes: to the left side was a harder, 
more mobile body. A fluctuating swelling was found protruding at the 
vulva. A circular excision of the membrane was performed and _ blood- 
stained fluid escaped. Speculum passed and revealed a non-dilated cervix. 
Bimanual examination revealed a distinct haematometra and the Fallopian 
tubes were thickened. Laparotomy revealed a very distended left tube and 
slightly distended right tube. Left salpingotomy and right salpingotomy 
were performed. Most of the left ovary was preserved. Convalescence was 
uninterrupted. On following up, this patient was found to be single. 
Her periods were regular, four to five days every 28 days. She suffered 
from slight dysmenorrhcea on the first day only. The abdominal scar was 
well healed and the internal and external genitalia appeared normal. 
(1914). 


Case 23. Age16 years. Three to four weeks pain on micturition. Nine 
previous attacks for four to five days, at monthly intervals, of cramp in 
lower abdomen. On examination, an elastic swelling was found rising 
out of the pelvis to the umbilicus, with a projection from its summit towards 
the right side. Bulging fluid swelling, moderately tense, occupied the 
vaginal orifice, pushing the urethra forwards. On rectal examination a 
large cystic swelling was felt. A diagram in the notes showed the 
presence of a hymen below the membrane. Septum was incised, the 
contents evacuated and the cervix and body of the uterus felt to be normal. 
On following up this patient, she was found to be married and had had 
one child after difficult labour. Her periods were natural and regular and 
she was very well. (1915). 


Case 24. Age 16 years. No menstruation. One month before 
admission and the day before admission had to be catheterized because 
of acute retention of urine. No other symptoms. A vertical cystic soft 
tumour rose out of the pelvis to the umbilicus and had a soft mass, the 
size of a bantam’s egg, at its right upper pole. A swelling almost pro- 
truded between the labia and a septum was seen occluding the vagina, 
just above a normal hymen. The hymen was adherent to the septum. 
Per rectum, the tumour encroached on the lumen of this viscus. The 
septum was incised and in part excised. Uterus and appendages were 
normal and the cervix was not dilated. No trace could be found of this 
patient, as the whole neighbourhood in which she had lived had been 
pulled down. (1915). 


Case 25. Age 15 years. Never menstruated. Three weeks ago a swell- 
ing appeared in front passage, One week ago pain in the abdomen, worse on 
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passing water—frequency. On examination, a soft elastic swelling reached a 
hand’s breadth above the symphysis pubis. A tense bulging membrane : 
occluded the ostium vaginze. This membrane was distinct from the hymen, a 
which could be demonstrated immediately below it. The septum was a 
excised and the contents evacuated. On following up this patient, she i 
was found to be married. She had one child three years old, was quite 
well and her periods were regular and painless. (1916). 









Case 26. Age 22 years. No periods. Two days pain in sacral area, 
getting worse. No previous attacks. For two days had pain and difficulty ; 
during micturition. Recently she had been constipated. An ovoid, dull, E) 








a 
tense swelling reached to the umbilicus. An indefinite septum was 4 
present just above the hymen. Per rectum, the vagina felt distended. q 
The uterus was perched on the top of the tumour, to the right of the : 


mid-line. A crucial incision was made in the membrane and three pints 
of chocolate coloured mucus were evacuated. On following up this patient, 
she was found to be single , but physical signs existed suggesting parity. 
Her periods were regular, 3/28, and associated with slight pain. For 
one year she had been troubled with stress incontinence. (1918). 










Case 27. Age 15 years. Two years ago sudden onset of pain in right P: 
side, lasted one week. Quite well till six months ago. Since then monthly . 
attacks of pain lasting about a week. Last attack ended three days before i 
admission. Never menstruated. On examination, dome-shaped semi- 
cystic swelling, rising to half way between the umbilicus and ensiform 













cartilage. At level of umbilicus, small lump attached to anterior aspect E 
of this large swelling. Bluish septum where ostium vaginze should have 4 
been. A crucial incision was made in the membrane and the uterus was x 
found to be normal. The follow-through enquiry revealed that this patient ‘ 


was single; her periods were irregular, seven days every 28 to 84 days. 
Slight dysmenorrhea first day of period. Breasts were well developed. 


There was a septum half-an-inch up the vagina, which firmly encircled q 
the terminal phalanx of the index finger. Uterus and cervix normal in 7 


size, shape and position. 





(1919). j 











Case 28. Age 15 years. Two months ago an attack of retention of a 
the urine. Six days ago sudden onset of lower abdominal pain with a 
spasms of vomiting. A sudden attack of retention of urine on day of 
admission. On examination, a hard, movable swelling about the 
size of a virgin uterus was felt a little below and to the left of the 
umbilicus. A single incision in the vaginal membrane resulted in a 
flow of dark non-clotted blood. The membrane was of the thickness of the 
vaginal tissue removed during a colporrhaphy operation. There was a 
suspicion of a hymen in relation to the anterior fourth of the membrane. 
The follow-through revealed that this patient was single and of a nervous 
disposition. The hair tended to a male distribution; the periods were 
scanty, two days every six months, with no pain. The breasts were well 
developed but the nipples were retracted. Vulva normal. No internal 
examination allowed. (1919). 
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Case 29. Age 16 years. Eight days increasing dull, aching pain in 
back and to right side: worse at night. Elastic swelling to umbilicus; 
small, hard nodule on the top just to right of the mid-line. Between the 
labia was a round, bulging, tense membrane. An elliptical piece was excised 
and the membrane was seen to be three mm. in thickness. About three pints 
of dark reddish-brown, easily flowing fluid escaped. Uterus not enlarged 
as estimated bimanually. Vagina plugged for 24 hours. Temperature 100°F. 
on night of operation, otherwise normal. The follow-through revealed 
that this patient was single. Her health was very good; her periods were 
regular, three to four days every 28 days, and associated with sharp pain 
on the day before the flow. No examination obtained. (1919). 


Case 30. Age 13 years. No periods. Giddy feeling once a month 
for a few hours. Never any pain. Two days sharp continuous pain in 
lower abdomen. Swelling to two fingers’ breadth below umbilicus. Sus- 
picion of a small swelling above it. Perineum bulging and vagina 
imperforate. The septum was incised in several directions ; typical choco- 
late fluid was evacuated. The cervix was dilated, but the body of the 
uterus and the Fallopian tubes were normal. The follow-yp revealed 
this patient to be a well-developed, healthy single girl. Her periods were 
regular, 4/28, and free from pain. The vulva had a normal hymen and 
the internal organs felt by the rectum were normal. (1919). 


Case 31. Age 16 years. Three months ago and two months ago had 
attacks of retention of urine. Three days ago, third attack. Each was 
followed by frequency of micturition for a few days. No symptoms during 
intervals. No periods, but mother states that she has been ‘‘unwell in 
herself’? each month for some time. A swelling was present in the abdomen 
two-thirds of the way up to the umbilicus. The uterus was not felt. 
There was a septum above an intact hymen. This patient could not be 
traced. (1919). 


Case 32. Age 16 years. Never had any monthly period. Pain in lower 
abdomen, especially on left side. Imperforate hymen present that did 
not bulge. A swelling could not be detected in the abdomen, but rectally 
a mass could be felt in the pelvis with the uterus on its anterior aspect. 
A portion of the septum was excised and the base of its attachment was 
incised in four places. About two pints of chocolate fluid were evacuated. 
The os externum was open but the uterus and Fallopian tubes felt normal. 
The follow-up revealed this patient to be a single, well-developed woman. 
- Her periods were irregular and scanty; three to five days every five to 

seven weeks. No pelvic examination was permitted. (1919). 


Case 33. Age 15 years. Unable to pass urine for 24 hours. No 
previous attacks and no other symptoms. Had never menstruated. On 
examination, after catheterization, tender, cystic swelling reaching to the 
umbilicus. Uterus felt on top of soft abdominal swelling. On vaginal 
examination, a bulging, plum-coloured membrane was present above a 
normal hymen. Septum punctured with scalpel; two pints of chocolate 
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Microscopical Section of Obstructing Membrane from Case 37, showing 
a covering of thick squamous and horny epithelium on the external 
surface and a thin layer of squamous epithelium on the internal surface. 
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fluid escaped ; membrane excised ; the cervix was felt at the top of a much 
dilated vagina. Uterus and Fallopian tubes not enlarged. The follow-up 
revealed that this patient was happily married and had one baby. She 
was unable to come to hospital but was well, excepting for a chronic skin 
complaint affecting her face. (1920). 


Case 34. Age 14 years. For four months pain in both iliac fosse, 
referred down thighs, ocurring once or twice weekly and being of about 
two hours duration. For 14 days pain worse and continuous ; occasionally 
pain on micturition. No periods. No definite lump was felt abdominally, 
but an abnormal swelling was palpable in the pelvis on rectal examination. 
The vulva showed a normal hymen spread out over and adherent to the 
under surface of a membrane that occluded the lower end of the vagina. 
This was incised and the contents of a small heematocolpos were evacuated. 
The follow-up revealed this girl to be married and two months pregnant 
for the first time. Her periods till then were regular, 5/28, and painless. 
Usually bleeds for one day a week after termination of period. Well- 
developed hymen rather tight, but rectally, uterus soft and slightly 
enlarged. Admitted coitus, and stated that it was painful. (1920). 





Case 35. Agei7-years. Ten days dull aching pain in back and lower 
abdomen, getting continuously worse; two days frequency and dysuria. 
Sent to hospital with the first attack of acute retention. After catheteri- 
zation, indefinite tumour rising out of pelvis half way to the umbilicus. 
Rectally, tumour bulged anteriorly into its lumen. Between labia imper- 
forate septum closing the vagina. Hymen could not be seen. Septum 
excised, three pints of dark unclotted blood evacuated. The follow-up 
revealed that this patient died from ‘‘consumption’’ twelve months after 
operation. Till then her periods were regular and without pain. (1920). 


Case 36. Age 14 years. Four months ago retention of urine. 
Catheterized at home. Well till one week ago, when she began to have 
pain in her lower abdomen; noticed an abdominal lump and had difficulty 
with micturition but no retention. After catheterization tender cystic 
swelling rising from pelvis to umbilicus. Bulging, fluctuating swelling 
in vaginal orifice with intact hymen stretched over it. A part of the 
membrane was removed and thick chocolate fluid poured out. The base 
of the membrane was incised in two places. Uterus was compressed and 
more fluid gushed out. The left appendages were enlarged. The follow-up 
revealed that this patient was single and in good health. Has periods 
four to five days every 28 days, associated with slight pain in the sacral 
region. Pelvic examination was refused. (1921). 


Case 37. Age 15 years. Two months pain in back ,worse on sitting 
down. Her doctor informed her that she had hemorrhoids. Three weeks 
ago pain in abdomen associated with a lump which disappeared after 
two to three days. A hard, rounded swelling was found reaching to the 
umbilicus. Bulging membrane across vaginal orifice cut away. Edge 
sutured with catgut to the free edge of the hymen. The fluid that escaped 
was a dark, dirty green colour. The follow-up revealed this girl to be 
single and in good health. Her periods were regular, three to four days 
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every 28 days, and free from pain. Breasts were well developed. The 
hymen was present but torn. The internal genital organs felt normal. 
(1921). 


Case 38. Age 14 years. Admitted with first attack of acute retention 
of urine. After catheterization, soft cystic lump felt bulging into the 
rectum. No abnormality was detected in the abdomen. Imperforate 
vaginal septum from which, on incision, 20 ounces of thick dark blood 
drained off. Edge of the incision was sutured. Hymen was not imper- 
forate and through the opening in it the membrane that was obstructing 
the escape of the fluid could be seen. The follow-up revealed that the 
patient was well and unmarried. Her periods were regular, 3/28, and 
free from pain. Her mother only was interviewed. (1922). 


Case 39. Age 16 years. Twelve months ago periods began and were 
regular, 5/28, and associated with slight pain. The loss was small, soiling 
two or three pads a day. Micturition was quite normal, but she had been 
constipated for one month. Seven months ago she had an attack of pain in 
the left side. She was in a hospital for fourteen days with this but no 
operation was performed. One month ago a second attack of similar pain 
occurred but only lasted one day. On admission she was pale and not 
wasted. A firm, elastic, symmetrical swelling rose out of the pelvis to 
the umbilicus. High up on each side of it was a small mobile swelling 
somewhat larger than a normal ovary. On pelvic examination a cystic 
swelling presented to the left of the vagina. The cervix was pulled upwards 
and to the right. The swelling was thought to be either a heematometra 
occuring in one horn of a double uterus or a uterine tumour. Laparotomy 
was performed and unilateral heematocolpometra confirmed. The patient 
was now placed in the lithotomy position and bilateral perineotomy per- 
formed in order to gain access to the lower pole of the swelling. The 
vaginal wall in this situation was incised to the lower pole of the swelling 
and 15 ounces of fluid drained away. The cavity was douched after 
drainage. For the first two days the temperature was raised to 99.6°F., 
but then settled till the seventh day. Then there was a sudden rise to 
102.7°F. Spreading peritonitis developed, which was fatal the next day 
in spite of suprapubic peritoneal drainage. The patient died on the eighth 
day following the severe primary operation. . (1922). 

Case 40. Age 16 years. Six months pain in the sacrum, aching not 
severe, the attacks lasting two days. No abdominal pain. Attacks have 
recurred once a month till two weeks ago. Since then continuous pain 
in sacrum and rectum; also across lower abdomen. Pain made worse by 
sitting down, relieved by standing. Slight dysuria and difficulty in 
micturition and defeecation. Friends remarked that her ‘‘stomach was 
big,’’ and said that her sister had a similar condition. There were acces- 
sory nipples on the lower quadrants of each breast. A large cystic swelling 
filled the right side of the abdomen up to the umbilicus. On the top of 
this to the right side was perched a smaller, harder swelling like a 
uterus. Vaginal orifice occluded by a red bulging membrane the size of 


a plum with the hymen adherent to its lower surface. On rectal examina- 
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tion a large anterior swelling almost obliterated its lumen and was 
continuous with the abdominal swelling. A circular fragment of membrane 
one inch in diameter was excised. Found to be 3 mm. thick. Three 
pounds weight of thick, viscid, chocolate coloured, non-clotted fluid 
expressed. Vagina douched. Uterus normal in size; cervix just admitted 
a finger. The follow-up revealed this girl to be single and rather masculine 
in type. The pubic hair had the male distribution. Her periods were 
regular, one to two days every 28 days, but scanty and sometimes painful. 
The breasts and pelvic organs appeared normal. Hypothyroidism was 
suspected. (1923). 





Case 41. Age 13 years. Well till six weeks ago. Then had an attack 
of abdominal pain, lasting three days, that kept her in bed. Started above 
pubes, and radiated downwards, with acute exacerbations. Then well till 
two weeks ago, when a similar attack occurred lasting one day. During 
last five days worse attack; pain every day, more severe at night with 
some dysuria. Rounded, tender, swelling up to umbilicus, visible. Thick 
membrane like skin immediately deep to labia. Crucial incision made, 
red clotted blood in vagina; no hamatometra; iodine douche. The follow- 
up revealed this patient to be healthy and still single. Her periods were 
regular, 5/35,with pain at beginning and sometimes associated with nausea 
and faintness. Patient lived at a distance and was not examined. (1923). 
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Case 42. Age 13 years. One month ago, attack of abdominal pain 
and inability to pass urine; lasted one night. No trouble before or since. 
Brim of pelvis seemed full up. Complete septum across lower vagina 
that fluctuated. Membrane incised, thick brown fluid allowed to flow 
out under its own pressure. Hymen cut away so as to leave a large 
opening. No douching. Slight loss for four weeks. A special note says 
that uterus could not be felt after operation, but at upper end of the cavity 
the wall was thickened on the right side. Probably hematometra as well 
as heematocolpos. The follow-up revealed this patient to be well and still 
single. For one year after operation periods occurred every six weeks, 
but since then the cycle has dropped to every 28 days. Patient was unable 
to come to see us. (1924). 


Case 43. Age 12 years. Admitted to hospital as an appendix abscess. 
Two months ago first had pain in lower abdomen on the right side. Six 
days before admission pain became much more severe and doubled her up. 
Operation showed a normal appendix but a greatly enlarged uterus. The 
Fallopian tubes and ovaries looked normal. When examined per vaginam 
no cervix could be felt; only a cystic bulging was at the top of the 
vagina. Rectally there was a large anterior cystic swelling. An opening 
was made in the imperforate cervix with scissors and a quantity 
of thick, tenacious fluid came out. Bimanual examination revealed what 
felt like a normal uterus above a greatly dilated cervix. The follow-up 
revealed this patient to be a well-developed single girl. Her periods were 
regular, 7/28, and without pain. The breasts were normal. The hymen 
was torn and two and a half inches up the vagina was a constriction. The 
tip of a finger could just be passed through this to feel the cervix. 
Bimanually nothing abnormal was felt. (1924). 
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Case 44. Age 15 years. Three months ago an attack of constipation 
treated with medicine. Five days ago began to get dull pain in lower 
abdomen and perineum, ‘“‘not bad enough to double her up.” Eighteen 
hours before admission retention of urine and lump in stomach. Cystic 
swelling rising out of pelvis almost to umbilicus. Small hard lump behind 
its upper end. Blueish cystic swelling at vaginal orifice, distending vulva 
slightly. Crucial incision 3 cm. by 2 cm. and three pints of thick, dark 
blood exacuated. The follow-up revealed this patient to be a very healthy 
looking single girl. Her periods were regular, 5/28, and free from pain. 
Breasts were normal. Pelvic examination was refused. (1925). 


Case 45. Age 15 years. Well till six months ago. Since then recur- 
rent monthly attacks of abdominal pain and headache and sometimes 
epistaxis. Attacks last two to three days and last attack began four days 
before admission. Unable to pass urine since breakfast on day of 
admission. Medial elastic swelling rising out of pelvis to umbilicus, 
higher on left side where consistence was firmer. Tense, pink, bulging 
membrane at vaginal orifice. Rectally, an anterior elastic swelling filled 
the pelvis and was continuous with the abdominal swelling. Tense septum 
across vagina bulging downwards through the hymen. Crucial incision 
in this released one and a half pints of thick chocolate fluid like treacle. 
Cervix somewhat dilated. Vagina douched out with warm saline. The 
follow-up revealed this patient to be a well-developed single girl. Periods 
regular, 5/28, and associated with slight pain. Sometimes intermenstrual 
staining half way between two periods. Slight thick white vaginal dis- 
charge. Hymen looked normal. Breasts normal. Rectally, pelvic organs 
felt normal. (1925). 


Case 46. Age 13 years. Five days colicky pain in abdomen; two days 
worse with an addition frequency of micturaition. Pale Hebrew girl. 
Movable hard tender mass rising out of pelvis into right lower abdomen 
up to two inches below umbilicus. Rectally, whole pelvis filled by smooth, 
tender, semi-fluctuating mass lying anteriorly. Imperforate, bulging, blue 
hymen with membrane just above it. Part of the membrane excised, 32 
ounces of fluid evacuated. The follow-up revealed this patient to be a 
well-developed single girl. Periods regular, 7/28, and free from pain. On 
inspection vulva normal and on rectal examination nil abnormal felt in 
pelvis. (1926). 


Case 47. Age 14 years. Four days ago sudden attack of acute 
abdominal pain. Well-developed girl, pubic hair present. Abdominally, 
small mobile swelling rising one and a half inches above symphysis pubis. 
No vaginal orifice, swelling bulging downwards between labia minora with 
hymen stretched over it. Rectally a tense, cystic swelling bulging into 
its anterior wall. Fart of membrane excised; much dark brown, sticky 
fluid evacuated. This patient would not be examined but felt quite well. 
She was single and her periods were regular and free from pain. (1926), 


Case 48. Age 15 years. Seven weeks pain in lower abdomen chiefly 
just above symphysis pubis, worse on sitting down. Had had to give up 




















Congenital Retention of the Menses 255 


her work. Three weeks swelling in lower abdomen and one week difficulty 
with micturition. Elastic swelling rising out of pelvis nearly to umbili- 
cus, with small body like a uterus at its summit; dull on percussion. No 
activity of breasts. Rectally, large cystic swelling in pouch of Douglas. 
Plum coloured membrane at orifice of vagina, bulging down on pressing 
on abdominal swelling. Membrane slit up and two pints of viscid choco- 
late fluid evacuated. Lateral incisions made in edges of original incision. 
Cervical canal just admitted a finger; uterus and appendages felt normal. 
The follow-up revealed this patient to be in hospital with scarlet fever, 
so she could not be seen. She had been married twice. By her first 
husband she had three children and by her second husband, two children. 
All were alive and well. (1912). 





Case 49. Age 12 years. Admitted to hospital as a case of acute 
appendicitis. Operation within a few hours revealed some peritoneal 
hemorrhage from a rupture of right Fallopian tube and a hematocolpos 
could be felt. Abdomen closed and vaginal membrane opened from below 
and excised. The membrane was stated not to be thicker than an imper- 
forate hymen. Vagina swabbed out after blood had drained away. Cervix 
dilated to: size of a shilling. The follow-up revealed a small, well- 
developed, single Hebrew girl. Her periods were regular, 5/28, with 
normal loss and slight pain during first day. Refused any physical 
exainination. Menstruation did. not begin until six months after her 
operation. 





Case 50. Age 16 years Six months daily pain in left side of abdomen; 
intermittent, not referred, worse on walking about, ‘‘like something hard 
pressing inside.’’ No monthly exacerbations. Median swelling rising out 
of pelvis nearly to umbilicus and mobile from side to side in its upper 
part. Uterus felt on top. Central bulging mass at vaginal orifice, tense 
and fluctuating. Crucial incision and two pints of chocolate fluid evacuated. 
Iodine douche. The follow-up revealed this patient to have been married 
for four years. She is the mother of healthy twins, aged two and a half 
years. Her labour was perfectly normal. No miscarriages. Her periods 
are regular and free from pain and they last for four days; then she has 
a clear day and then slight loss for another day. Her health has been 
very good since her operation. (1918). 
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The Relation of Fatness to Sterility.* 


By H. GarpINER HILL, M.D. (Cantab.), F.R.C.P. (Lond.), 
Assistant Physician, Royal Free Hospital, London. 
and 
J. Forest Smitn, M.R.C.P. (Lond.), 

Physician to Outpatients, St. Thomas’s Hospital, London. 


ruat a relationship exists between obesity and sterility has been 
suspected since the time of Hippocrates, and it is quite evident 
from the modern literature that their association is more than a 
casual one. The problem, however, continually recurs as to 
whether obesity per se is a cause of sterility, or whether, when the 
two conditions are found together, they are not both the result of 
some primary and more widespread endocrine change. 

In the present investigation, the object in view has been to 
examine the incidence of sterility in a series of obese married 
women and, if possible, to come to some conclusions as to the 
type of obesity with which it is associated, also to estimate the 
relative significance of the various factors concerned. For this 
purpose observations have been made on 198 cases of obesity in 
married women in whom, when sterility occurred, there was no 
apparent local pelvic cause. The cases were all of simple obesity, 
in the sense that there were no signs of gross endocrine disease, 
which would have enabled them to be classified under the recog- 
nized heading of myxcedema, simple goitre, dystrophia-adiposo 
genitalis, pituitary tumour and so on. Nevertheless, as the 
investigations will show, there can be little doubt that a certain 
proportion of these patients were suffering from minor degrees of 
endocrine dystrophy. 


HISTORICAL. 


The literature abounds with references to the association of 
obesity and sterility. Eden and Lockyer’ (1917), for instance, 
point out that obesity is frequently mentioned as a cause of sterility. 
Child? (1922) stated that fat women are not as fertile as their thin 
sisters and quotes Oliver who says that he has frequently remarked 
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that women who tend to lay on fat rapidly are apt to become barren. 
Crossen® (1923) mentions that sterility is present at times in patients 
inclined to stoutness, the condition developing when the patient 
accumulates fat and disappearing promptly on her reduction to 
normal weight. Graves* (1923) also considered that there was a 
relationship between adiposity and hypoplasia of the sex organs, 
and he quotes Miiller’s and Horrocks’ opinion that over-nourished 
women show diminished fertility. He states, however, as his 
persunal opinion that this cannot be a constant rule, because 
occasionally fat women show extreme fertility. In his opinion, 
when fat deposit and sterility are found in association, the fat is 
probably a manifestation of ovarian deficiency. McCann’ (1925) 
considered that obesity developing subsequent to pregnancy was 
liable to be associated with absent or diminished fertility and he 
quotes the well-known fact that animals putting on flesh lose their 
value for stud purposes. Fairbairn® (1928) in his latest text-book 
of gynecology and obstetrics remarks on the frequent association 
of sterility and obesity. Giles’ (1928) in a paper on the diagnosis 
and treatment of sterility refers to errors of metabolism, such as 
obesity, as common causes of sterility. Cotte® (1928) in a full 
review of the subject of sterility states that obesity has been said 
to be the most frequent cause of this condition after cervical 
stenosis and salpingitis, but he thinks that when this statement 
was made conditions of ovarian and hypophyseal origin must have 
been included. He then points out that exogenous obesity does 
not appear to have a malign influence in this connexion. In 
Algeria and the East, for instance, exogenous obesity is common 
but the women are fertile. 

On the other hand, Malcolm® (1925) has drawn attention to a 
custom in certain primitive races in Old Calabar, where all young 
girls of any social standing are subject to two or three years’ 
fattening treatment, with the result that most of them prove to be 
completely sterile. 

In 1929, Meaker’® reviewed the metabolic aspect of sterility and 
concluded that extrinsic faults, e.g., lack of exercise and errors 
of diet, as opposed to those of intrinsic or endocrine origin result 
not infrequently in the familiar picture of obesity, amenorrhoea 
and sterility. 

The various views expressed above would appear to be fairly 
representative of present day opinion, but when it comes to a 
question of facts, there is a comparative paucity of data to record. 
A series of cases of obesity and sterility was recorded by Kisch.™ 
In this investigation, of 215 fat married women in his Marienbad 
clinic, 48, or 22.3 per cent were sterile. As Dietrich’’ points out in 
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a criticism of this paper, only cases of primary sterility were taken 
into consideration, and often the duration of sterility was com- 
paratively short—a matter of some three years or so instead of the 
period of six years which he himself considers should be allowed. 
The results too are of relative value only for no details were given 
as to the cause of the obesity. 

In Dietrich’s own investigations a slightly different standpoint 
was adopted. He found that of 294 cases of primary sterility, 
only seven, or 2.37 per cent were fat individuals in.whom no other 
cause could be found for the sterility except obesity. . In his seven 
cases the obesity was clearly of endogenous origin, and in several 
he suspected a thyroid factor. In fact, he thinks that exogenous 
obesity is probably not a cause of sterility. 

Dietrich’s figures as to the incidence of obesity in sterility 
agree closely with those of Krampf and Wiebe whom he quotes. 
The former in a series of 527 sterile women found that only 2.85 
per cent, were obese, while the latter, among 141 cases of sterility, 
concluded that obesity was a factor in only 1.4 per cent. 

Other investigators have discussed this problem of the relation- 
ship between sterility and obesity, notably Seitz and Winter, 
quoted by Dietrich. These authors, and also Wiebe and Krampf, 
quoted above, came to the conclusion that the most important 
factor was ovarian hypofunction to which they consider that the | 
obesity is generally secondary. It should be mentioned here that 
in Dietrich’s opinion the endogenous factor in such cases is 
probably either thyroid or hypophyseal (formes frustes of dys- 
trophia adiposo-genitalis) and that as a result of disturbances of 
these glands, a secondary ovarian deficiency occurs which results 
in inhibition of menstruation and ovulation and so causes sterility 
by preventing conception. Other views as to the endocrine aspect 
of this question will be discussed in a subsequent section. 

Brief reference must be made finally to work on the relation- 
ship between fatness and sterility based on animal experiments. 

In 1920, Marshall and Peel’* found that fatness resulting from 
overfeeding in animals might cause sterility directly. In 1922, 
Marshall"* stated that in domestic animals intensive fattening 
might lead to a break in, or entire cessation of, the oestrus cycle and 
to degenerative changes in the ovaries. <A further series of experi- 
ments has recently been carried out by Parkes and Drummond’® 
in rats, but they were careful to see that an adequate supply of 
the recently discovered anti-sterility Vitamin E was present in 
their artificial fattening diets. As a result of these experiments 
they conclude that appreciable degrees of obesity are not 
necessarily incompatible with the normal functioning of the 
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reproductive organs, and that excessive fatness does not necessarily 
lead to sterility. In their opinion, fatness is more often a result 
than a cause of sterility. It is quite possible that the intentional 
addition of Vitamin E in. Parkes and Drummond’s series of 
experiments accounts for the discrepancy in these investigations. 


THE PRESENT INVESTIGATION. 
CLASSIFICATION AND AGE INCIDENCE OF OBESITY. 


The 198 cases of obesity in married women which form the 
data of the present investigation can be grouped on a chronological 
basis according to the age of onset of their obesity. If this is 
done, it is found that 137 cases in which the problem of primary 
sterility can be investigated fall into two main groups, (1) constitu- 
tional obesities, cases dating from birth and puberty in the large 
majority of which there is a family history of obesity, generally of 
the same type; (2) obesities developing in later life: in these the 
hereditary factor is often negligible, but exogenous and endogenous 
factors are pronounced and often combined. 

In addition to these 137 cases there is a further group of 61 
cases in which obesity first developed during or after childbirth. 
These have been included in order to investigate the problem of 
whether obesity developing in early pregnancies is often a cause 
of subsequent sterility. 





TABLE I. 
Classification of 198 cases. 
Dating to No. of cases. 
Group I. Constitutional obesities Birth é es re 


Puberty 37 





Group II. Obesities of later life. Marriage 
(immediately after) 26 
Miscellaneous : 
Infections such as 
Typhoid 17 


Group III. Obesity developing during or 


after childbirth 61 









As we have already pointed out in the opening section of this 
paper, all these cases fall under the heading of simple obesity, but 
though no examples of gross endocrine disease are included, a 
certain proportion of them have features suggesting minor grades 
of endocrine disturbance. It does not seem possible at the present 
moment to classify these patients into exogenous and endogenous 
groups. A certain number, mostly those in which obesity 
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developed in later life, gave what appeared to be an exogenous 
history, but the proportion was surprisingly small. In the 
majority no clear cut exogenous history could be obtained and 
the obesity was found to have developed immediately after marriage 
or after some operation or infectious illness. In a number the gain 
in weight and fat tissue was so excessive and so entirely out of 
proportion to any alteration in diet, or diminution in energy 
expenditure, that it seemed necessary to assume some endogenous 
change. In the majority of cases, no doubt, both exogenous and 
endogenous factors played a part. Nevertheless, it is so difficult 
to assess the relative importance of these factors in any given case 
that we feel doubtful if an attempt at a classification on such a 
basis would be justified. It is slightly different with the cases 
which we have included under the heading of constitutional obesity, 
when obesity is present from birth or develops at puberty with the 
onset of menstruation. In these patients there is nearly: always 
a family history of obesity and in certain individuals who are 
born fat the condition would appear to be transmitted directly from 
mother to child. It has not been at all unusual to find a history 
of a mother developing obesity on the birth of the first, second, 
third or fourth child and the child itself showing the same condition. 
It is difficult, of course, to estimate the influence of exogenous 
factors, in the case of the mother, during pregnancy and lactation, 
but in the case of the child it seems more than probable that at 
this early age there must be some pecularity of metabolism leading 
to fat storage. We have, therefore, adopted the term ‘‘constitu- 
tional obesity’’ for cases of the hereditary type. 


FERTILITY IN OBESITY. 


Of the 137 cases of obesity comprising the birth, puberty, mar- 
riage and miscellaneous groups, 82, or 60 per cent bore children, 
while an additional eight cases or 6 per cent had miscarriages only. 
The details as to the numbers of successful pregnancies in the 
individual groups can be seen in Table IT. 


TABLE II. 





Two 
No. of One children 
or more. per cent. 





Constitutional Birth i 27 oe 
obesity. Puberty 16 81 
Obesities of Marriage 4 31 
later life. Miscellaneous Ce) 29 
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In the birth and puberty obesities it can be seen that fertility 
is well up to the normal, for, averaging the two groups, three 
quarters of the patients bore children. When, however, the 
obesity develops in later life, fertility is at a low level, only between 
one-quarter and one-third of the individuals being fertile. 














PRIMARY STERILITY. 


In this series of 137 obese married women, there are 47 cases of 
primary sterility, or 34 per cent. The age of marriage in 46 of ‘ 
these 47 cases was as follows :— Seven before the age of 20, 
twenty in the five-year period 20-24, sixteen in the five-year period 
25-29. Of the four remaining cases, one was married at 31 and 
two at 32. It will be seen that none of these patients, when they 
were married, had reached the age of 35. Age, therefore, would 
not appear to be a factor of importance in their sterility. The 
duration of sterility in these 47 cases is shown in Table III. It 
will be observed that in two cases sterility was of one year’s 
duration only, but as both patients came to hospital on account : 
of this symptom, they have been included in the series. 






TABLE III. 
Duration of Sterility in 47 cases. 





No. of years’ sterility. 
I 2 3 4 5 6 7 8 AO TE 12 
yr. yrs. yrs. yrs. yrs. yrs. yrs. yrs. yrs. yrs. yrs. yrs. or more. 
































No. of cases 
I I 


























In Table IV will be found details of the numbers of cases. of 3 
sterility in each of the individual groups of obesity, subdivided : 
further according to the regularity or irregularity of menstruation. 4 
In the first column are the cases with regular menstruation; in the 
second those with primary menstrual irregularity in whom from 
puberty menstruation had never occurred at less than two, three 
or four monthly intervals; and in the third column those with 
secondary amenorrhoea. The latter includes both patients who, 
after a period of normal menstruation, developed complete amenor- 
rhoea and others who developed a three or four monthly rhythm- 
secondary irregularity. ‘ | 

A brief glance at Table IV shows at once a striking difference ; 
in the incidence of primary sterility in the group of patients with 
regular menstruation and in those with one or other form of 
amenorrheea, for in the former it is comparatively low and in the 
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latter high. A more detailed examination of the factors in these 
47 individual cases of primary sterility reveals information of 
considerable interest. We shall now examine these groups in turn. 
Group I. Obesity. Regular Menstruation. Of the seven 
cases of primary sterility associated with obesity dating from birth, 
three were found to be suffering from a well-marked glycosuria. 
On further investigation it was found that these cases presented 
a picture which one expects to find in a mild diabetic, but as a 
matter of fact they had no signs of diabetes at all except a 
glycosuria. There was no loss of weight or ketosis. “This condition 
we have already referred to in a previous communication. It would 
‘ appear to indicate a profound disturbance of carbohydrate meta- 
bolism, which was probably a factor of importance in these patients’ 
sterility. All seven cases in this group had a strong family history 
of obesity, but in none of them was there any indication of endocrine 
disturbance. 


TABLE IV. 





III. Secondary 
I. Regular II. Primary Amenorrhea or 
Menstruation. Irregularity. Irregularity. 
No. of No. of No. of 
Cases No. Sterile Cases No. Sterile Cases No. Sterile 


Birth (57) occ e 
Puberty (37) 28 I 
Marriage (26) ci a 
Miscellaneous (17) II 6 





(16 per cent) 4 
( 3 per cent) 3 
(33 per cent) 4 
(55 per cent) 5 


( 57 per cent) 6 4 ( 67 per cent) 
( 50 per cent) 3 3 (100 per cent) 
( 80 per cent) 3 3 (100 per cent) 
(100 per cent) I I (100 per cent) 














A very different state of affairs, however, is found in the six 
cases of obesity following marriage, for here five of the patients 
presented features of hypothyroidism, both clinically and to meta- 
bolic tests. The other patient was suffering from Dercum’s 
disease, which some think has a thyroid origin. 

In the last and miscellaneous group of obesities developing in 
later life (6 cases) two of the patients were suffering from mild 
hypothyroidism ; one case appeared to be frankly exogenous, as 
the condition developed when the patient changed her occupation 
and took control of a butcher’s shop; one case developed obesity 
after an operation for appendicitis, and one after rheumatic fever 
with cardiac. complications which necessitated a long period of 
rest in bed. In the sixth patient the onset of obesity was associated 
with the beginning of a series of narcoleptic attacks which persisted 
for 16 years, but no definite evidence of endocrine or other disease 
could be found. 
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To summarize :— The striking features in the cases of Group | 
with regular menstruation) is the rarity of sterility in the uncom- 
plicated constitutional obesities (birth and puberty types) and the 
high incidence in the obesities developing in later life. It must 
be emphasized, however, that in the latter series there are seven 
and possibly eight. instances of mild hypothyroidism. The 
regularity of menstruation in these individuals should be noted. 

Group II. Obesity with primary menstrual irregularity. Of 
the seven cases of primary sterility associated with constitutional 
obesity under this heading, there was no evidence of endocrine 
disturbance, apart from obesity and menstrual irregularity, in six, 
but the other presented symptoms of mild hypothyroidism which 
appeared to have been present only for a few years. The majority 
of patients gave a strong family history of obesity and one was 
suffering from glycosuria without loss of weight. Her fasting 
blood sugar was 0.198 mg. per cent. The interesting feature of the 
nine cases of obesity developing in later life was the absence of 
evidence. of endocrine disturbance apart from the menstrual 
irregularity in all except two patients, who were suffering from mild 
hypothyroidism of a few years standing. In all these cases the 
menstrual irregularity had been present for many years before the 
the onset of obesity. The factors which led to the latter were, in 
four cases, marriage and, in one case, an operation for appendicitis. 
In another case the factors appear to have been exogenous and one 
patient subsequentlydeveloped disseminated sclerosis. 

The chief feature of the cases in Group II, therefore, is the 
apparent absence of endocrine disturbance, apart from the 
menstrual irregularity, except in three patients who had lately 
developed mild symptoms of hypothyroidism. 

Group III. Obesity with secondary amenorrhea or menstrual 
irregularity). The 11 cases of primary sterility associated with 
obesity under this heading may be considered together, for in none 
of them was there any evidence of endocrine disturbance apart 
from secondary amenorrhcea. The onset of the latter in three cases 
was attributable to illness, accident or change of climate, incidents 
in themselves which did not appear to be factors in these patients’ 
subsequent sterility. In five other patients a history was obtained 
of amenorrhoea developing in the early months of marriage, and 
in each case this gave rise to a tentative diagnosis of pregnancy. 
Subsequent events, however, showed that in three cases this was 
the commencement of a period of complete amenorrhoea, while in 
the two others menstruation occurred afterwards at only three or 
four monthly intervals. The cause of the amenorrhcea in these 
patients is problematical, 
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The chief characteristic then of the cases in Group III, as in 
Group II, is the absence of signs of endocrine disease but the 
presence of amenorrhoea or menstrual irregularity. 


OBESITY FOLLOWING CHILDBIRTH—SUBSEQUENT FERTILITY. 


We have collected 61 cases of obesity, developing during or 
after childbirth in individuals who were previously normal or thin, 
for the purpose of this investigation. In only two of these cases 
was there any disturbance of menstruation after the onset of 
obesity. One patient developed secondary amenorrhoea and in 
the other a primary irregularity persisted. Neither patient became 
pregnant again. 

The number of subsequent pregnancies in the other 59 cases 
with regular menstruation is recorded in ‘Table V, which also 
indicates the original pregnancy during or after which obesity 
developed. 

TABLE V. 


Analysis of pregnancies in obesity following childbirth. 
(59 cases with regular menstruation.) 





Subsequent pregnancies 





Obesity No. of Miscarriages One Two 
following Cases None only only or imore 





Ist pregnancy 4o x 4 8 15 
% II 3 5 
3rd > 3 I I 


ys 7 2 3 
Total 59 14 





Apart from the 13 patients out of a total of 4o who developed 
obesity after their first pregnancy, the figures in this Table do not - 
require any further explanation, for the results are well within the 
normal limits. This figure, however, does require further analysis. 
Five of the 13 cases can be excluded, as the interval of time which 
had elapsed since the preceding pregnancy was under three years 
and the question of sterility had not arisen. In only five of the 
remaining cases was there a probability that secondary sterility 
was present after the onset of obesity. In only one patient out of 
13 was there any evidence of endocrine disturbance, and she was 
suffering from mild hypothyroidism. This patient actually gained 
56 pounds in weight in the twelve months following her original 
pregnancy. Metabolic investigations in the remaining 12 cases 
(B.M.R. 5 cases, Sugar Tolerance 7 cases) gave results within the 
normal limits in all, All these patients became exceedingly obese 





24 cases 
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after their first pregnancy, the average increase in weight being 
considerably more than 42 pounds per person. 

It is perhaps surprising that there are in this group so few 
instances of hypothyroidism resulting from pregnancy and causing 
secondary sterility, for it is a condition which we have met with 
not infrequently. The explanation, however, is probably that in 
such cases obesity develops during pregnancy in association with 
a goitre and no cases of goitre have been included in -this 
investigation. 

The above observations can allow of one conclusion only. 
Simple obesity developing during or after pregnancy does not 
tend to produce secondary sterility. 


AMENORRH@A AND ITS SIGNIFICANCE IN STERILITY. 


The observations reported up to the present have emphasized 
the importance of amenorrhoea as a determining factor in the 
sterility of many of these cases. Its importance can be judged by 
the following statistics: In 101 cases with regular menstruation 
the incidence of sterility was 20 per cent only, and this includes 
the hypothyroid and glycosuria cases ; but in 36 cases with amenor- 
rhoea the incidence of sterility was 75 per cent. 

As would be expected, complete secondary amenorrhoea would 
appear to be more frequently associated with sterility than primary. 
menstrual irregularity, for in 11 cases of the former none became 
pregnant. On the other hand, of 23 cases of primary irregularity 
seven had pregnancies. 

If amenorrhoea, such as we have described in these patients, 
may be regarded as an indication of ovarian hypofunction, our 
findings agree closely with those of Seitz, Winter, Wiebe and 
Krampf, who came to the conclusion that this was the most impor- 
tant factor in sterility associated with obesity. It must be pointed 
out, however, that few of our cases showed any other symptoms 
which could be attributed to ovarian hypofunction. In all, the 
development of the secondary sex characteristics was normal. 

On the other hand, recent experimental work points to the 
possibility that the ovaries are not the sole regulators of menstrua- 
tion and there is evidence to show that the anterior lobe of the 
pituitary body plays a part in this process. The possibility of a 
pituitary factor must not be overlooked in our patients and 
especially is this true in the type of case referred to as primary 
menstrual irregularity, the nature of which in itself suggests a 
developmental error. It must be admitted, however, that in the 
present state of our knowledge, and in the absence of a gross 
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pituitary lesion, it is difficult to know on what grounds a diagnosis 
of pituitary involvement in these cases would be justified. As 
far as one can tell none of our patients presented, apart from the 
menstrual disturbance, any abnormalities either of development 
or growth which would point to a disturbance of pituitary function. 

Seitz, Winter, Wiebe and Krampf, quoted above, suggested 
that the adiposity in their patients was usually a secondary result 
of ovarian hypofunction. That this cannot be true of all our 
cases is obvious from a study of our original classification, for a 
certain proportion of them, 13 out of 36 with amenorrhoea, had been 
obese from birth. In others, however, obesity either developed 
concurrently with menstruation or menstrual irregularity had been 
present for many years. One cannot deny the undoubted fact that 
ovarian hypofunction, such as is encountered after castration and 
at the climacteric, and probably in certain cases of amenorrheea, is 
often associated with a tendency to grow fat. It may have been 
a contributory factor in the obesity of some of our patients, but 
obviously only in a small percentage. 

Another interesting problem is as to whether obesity per se 
is a contributory cause of amenorrhoea. Can errors of diet, for 
instance, which cause obesity also produce amenorrhoea? There 
is also the question as to whether amenorrhoea is more likely to 
occur in fat women than in those of normal proportions or thin. 
Experimental results are as yet inconclusive as to the former 
problem, while as to latter the only figures which we have available, 
though perhaps they are not strictly comparable with the present 
ones, suggest that amenorrhoea is no more common in fat women 
than thin. During the same period in which these 36 obese cases 
were sent to us for investigation, we also examined from the same 
sources 25 cases of primary menstrual irregularity and secondary 
amenorrhoea in normal or thin married women. Although the latter 
were not quite so numerous, the figures do not suggest that amenor- 
rhoea is much more common in obesity. This group of normal 
and thin cases stresses again the importance of amenorrhoea in 
sterility, for of nine cases of primary irregularity eight were sterile, 
while of 16 cases of secondary.amenorrhoea none became pregnant 
after the condition developed. f 


HyYpPoTHYROIDISM. 


In this investigation we have referred from time to time to 
cases Of obesity and sterility of thyrogenic origin. They make up 
23 per cent of the 47 cases of obesity and sterility considered. The 
majority were found in the groups of obesity with regular men- 
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struation developing after marriage or in later life; in fact, in these 
types of obesity signs of mild hypothyroidism were common. 

That hypothyroidism is a not infrequent cause of sterility has long 
been recognized. Eden and Lockyer,’ Cotte,*® Blair Bell,** Vignes 
and Cornil** have all referred to it, while Dietrich,’* quoted abeve, 
concluded that all his seven cases of endogenous obesity with 
sterility were thyrogenic in origin. 

That sterility is common in gross hypothyroidism can be seen 
from a study of a series of myxcedema of our own. Out of a total 
of 62 cases of myxcedema, there were 16 only who developed this 
condition during the probable child-bearing period. Few of these 
16 were younger than 35 years of age when symptoms appeared. 
As fertility is known to decrease considerably in the normal person 
after this age, due allowance must be made for this in considering 
the following figures. Of these 16 cases, 10 were subsequently 
sterile, while eight pregnancies occurred in the other six patients. 
Of these eight pregnancies, however, seven only went to term, a 
miscarriage usually occurring in the early stages of the pregnancy. 
A further point of interest in these 16 cases is that menstruation 
remained regular after the onset of the disease in all, though five 
patients suffered from menorrhagia. These figures show that 
sterility is common and a.full time pregnancy rare in the presence 
of gross hypothyroidism. 

We must refer again to the condition of the menses in hypo- 
thyroidism. Both in the above series of myxcedematous patients 
and in the cases of obesity with hypothyroidism reported in this 
paper, menstruation was invariably regular, though the losses were 
often excessive. In the few obese patients who presented menstrual 
irregularity, the latter appeared to have been the primary condition 
and to have been present for many years before the onset of hypo- 
thyroidism. Vignes and Cornil,’* who have studied this question, 
consider that there are two types of thyragenic sterility, one with 
menorrhagia which they suggest renders it difficult for the ovum 
to be satisfactorily embedded, and one with amenorrhoea in which 
sterility is the result of atrophy of the genital tract. It is our 
impression that in the large majority of married patients in whom 
hypothyroidism and amenorrhoea are associated, the latter is the 
primary condition and due to other causes, while hypothyroidism 
is generally a sequel. The information we’’ obtained from a study 
of the menstrual histories of 300 cases of thyroid disease is strongly 
in favour of this view and we see no reason to alter it from observa- 
tions on the present cases. Moreover, we think that it is owing 
to the continuance of regular menstruation that treatment in thyro- 
genic sterility is often successful, while in those associated with 
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amenorrhoea the results in our hands, with thyroid extract at any 
rate, have been almost entirely negative. We are at the moment 
treating a series of cases of the latter type with ovarian hormone, 
but it is too early yet to form any opinion as to its efficacy. The 
results of treatment of a group of cases of thyrogenic origin will 
now be considered. 


RESULTS OF TREATMENT OF THYROGENIC OBESITY AND STERILITY. 


Successfully treated cases of thyrogenic obesity and sterility 
have been reported from time to time, notably by Nassauer and 
Santa Maria y Marron (quoted by Cotte*) Vignes’’ and Couvelaire.”° 
Among the present series of thyrogenic cases of primary sterility 
associated with obesity, we can report six cases in which pregnancy 
followed treatment with thyroid extract. Some measure of dietetic 
restriction was also enforced in these cases. The results of preg- 
nancy in four of these individuals was eminently satisfactory, a 
full time healthy child being born, but in the other two, pregnancy 
was not successfully completed; in one instance a miscarriage 
occurred at three months and in the other the child died just before 
term during a Cesarean section. The details of these six cases 
are given in Table VI. 

The period of sterility in these patients had been considerable, 
varying between three and seven years. In three thyrogenic 
obesity developed after marriage, while in one the condition had 
been present from the age of 18, but in all four patients menstrua- 
tion had been regular throughout. In the other two cases, a 
primary menstrual irregularity had been present from puberty, 
but symptoms of hypothyroidism did not develop until many years 
later. Two years was the maximum duration of treatment in any of 
these cases before pregnancy occurred. 

In addition to the above we are also reporting successful results 
in 10 cases of secondary sterility, the details of which are given in 
Table VII. All were treated with thyroid extract in addition to 
dietetic measures, but only cases 1 and 5 appeared clinically to be 
hypothyroidic. The remainder were cases of simple obesity, mostly 
of the constitutional type. Although, as we have pointed out, 
primary sterility is rare in constitutional obesity, secondary sterility 
developing after one or two pregnancies does not seem to be so 
unusual in these women in later years. 

A study of these successfully treated cases of primary and 
secondary sterility of thyrogenic origin lends support to the views 
of others that certain cases of sterility associated with obesity can 
be successfully treated with thyroid extract. With regard to the 





TARLE VI. 


‘ayeY -Mypoqeyay [eseg = -yWw'gq ‘“Aouvuseid [eution omy [NA = “N’La« 





— ‘NLA z1/¥ ‘gt/t Bay SIVaA Z Ze 38 1 gt IV 
‘os[e 
‘mmmayny snd1z0d ‘posy "NLA *s1h Z gz/S ‘Bay = sreah £ gz Je W aSelLIL 
‘V/Ol “IM 
‘ad 4} dtMso0o4]3 32 ‘NLA z1/9 ‘Say = Sava 11 gz 3 1 yyig 
— ‘NLA z1/vr ayozr/€['q sazwakl Cz-be yer qywig 
*S/QT "IM ‘N’ La oerge gz/S ‘Say  sxeak Ir €e-cz ye Zz Ayroqng 
yuso sed Ze (e1sey.ti0 
prorAyz0d Ay ‘NLA -u3Jq) “Saq ‘std amiog = uarpyryo £ s1f aul0g 
juss Jed g°ob-- yg 
prorAyz0d Azy ‘NLA *sIK & : s1eaA 9 Qz-gz 3e Zz tf 3V 
pBatoyep *14y} ATTeoraryD ‘N La z1/9 gz/t ° siead Z of 38 W Ayioqng 
+ *[0} “sng prordyjyodAY 
Ayyeoruyj =*/ PI IM ‘NLA ex/¢ £z/S ° sivak %f 6z je 1 quig 
*"yU90 Jod z9I-"-W WA 
*€/ST “IM ‘N’La z1/v gz/be sieah £ ze yer Ayroqng 


. 2 3 


269 
= a--0S) 


ae 





SyrIeUlsy ynsey = Aoueusda1g ‘ysusyy «= APTA wdeIpIIyD AyIseqgo 
aIOJaq jo uoTyeiIng SnolAcdig jo zaSuQ 
yusat}eV913 
jo uorzeing 





‘IIA Fav 





‘NL a  Oxfl ‘of /£ “Bay *saeah 3 "QI a0UIS QI s0UIg rf ‘d ‘SIN 
‘NL a z1/z gz/b “Bay qeak ¢ z1/9 dSUlIIL gz “T ‘SII 
(sea) pep La é z1/v-z1/€ “Tg s1evah 9 ISRIIIVUL JUIS Ayioqng 9f ‘W'SIW 
‘NL a z1/z1 z1/v-z1/€ "I'd sieah v tz a0Ulg Ayroqng 6c 2 "TE “SBT 
z1/€ ye “Ost sivak z cS/g/S “Bay sieak 9 t% dUIS oselieyy 6z I ‘SIA 
‘NL a z1/ZI I9AO gz/c “Bay sieok Z aSelIIL aSellieyy 9 ‘O‘SIN 


al 
oe 
= 
ra 
3) 
—s 
WN 
° 
—- 
wn 
” 
vo 
S 
— 
3°] 
fy 
cra 
° 
i=] 
° 
‘pS 
(5°) 
—_— 
vu 
% 
Y 
om 
ae 





WNsey Aouvuseig DOjENI}suI]{ APLII3G ~=—- WAS TprorAyyod AFT ‘AjIsoqgQ jo easy omen ‘ON 
a10jaq jo uolzeing jo yosuC yesuO 
quem}e01} 
yo uoreing 





*“API[LIDIG «=ATVUITIg 
"IA WIavL 





270 Journal of Obstetrics and .Gynecology 


cases of primary sterility, successful results have been obtained 
only in individuals showing well-marked hypothyroid symptoms, 
but in those of secondary sterility there would appear to be cases 
of simple obesity without clearly defined hypothyroid symptoms 
which are remarkably tolerant to, and can be successfully treated 
by, the administration of thyroid extract. 


DISCUSSION. 


Up to the present two divergent views have been held as to the 
relationship between obesity and sterility ; first that of Eden and 
Lockyer, Child, Oliver, Crossen, Miller and Horrocks, McCann, 
Giles, Malcolm, Meaker and Kisch that obesity is a casual factor 
in sterility ; and secondly, that of Graves, Cotte, Dietrich, Seitz, 
Winter, Wiebe and Krampf that it is not, but that sterility in 
these patients is due to ovarian or thyroid hypofunction. Our 
observations support the second view. 


Our 198 cases of obesity in married women fall into three main 
groups: (1) Those with a family tendency to obesity, i.e. hereditary 
or constitutional obesity, who are either fat from birth (28 per ceni) 
or who develop the condition in early life especially about the time 
of puberty (18.7 per cent). (2) Those who become fat in later life 
at times other than childbirth (21.6 per cent). (3) Those in whom 
obesity dates to childbirth (30.9 per cent). 


In the first group, the hereditary form, primary sterility was 
rare, but when it was found it was associated with amenorrhecea. 
Our statistics, however, do not suggest that amenorrhoea is any 
more common in those who are constitutionally fat than in those 
of normal build. In a certain proportion of these constitutional 
cases in later life there was a tendency to develop secondary sterility 
with hypothyroidism. 


In the second group of cases in which obesity developed fn 
later life at times other than pregnancy, sterility was common. 
This was especially true of those patients who became obese 
immediately after marriage. In the majority there was amenor- 
rhoea or mild hypothyroidism. In the latter menstruation 
remained regular throughout. 


In the third group of cases in which obesity dated from child- 
birth, subsequent sterility was rare. This appears to be a form of 
simple obesity which is seldom associated with amenorrhoea or 
hypothyroidism. There is consequently no clinical support for 
the view that obesity develéping subsequently to pregnancy is 
liable to be associated with absent or diminished fertility. 
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CONCLUSION. 


Obesity per se is not a cause of sterility. When the two 
conditions occur together, sterility is usually the result of amenor- 
. rhoea, or- occasionally. of hypothyroidism.- A feature of the hypo- 
thyroid cases is the maintenance of regular menstruation. The 
prognosis of sterility associated with obesity depends on the cause. 
Those cases with amenorrhoea are the most intractable, and those 
with hypothyroidism the most amenable to treatment. A number 
of successfully treated cases have been. described. 

In conclusion, we wish to express our thanks to Professor Hugh 
Maclean, the Director of the Medical Unit, St. Thomas’s Hospital, 
to the members of the Staff of St. Thomas’ s Hospital and to the 
Medical Research Council for the facilities they have given us for 
carrying out this investigation. 
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Gynecology and Obstetrics in Shakespeare. 


By V. B. Green-ArmyTaGE, M.D., F.R.C.P. (Lond.) 
Lt. Col., I.M.S. 


Professor of Midwifery and Gynecology, Calcutta Medical 
College, Surgeon to the Eden Hospital for Women, Calcutta. 


An Address to the Asiatic Society of Bengal. 


Two years ago I had the honour of speaking to this Society, of 
the medical lore found in the Bible. To-night 1 am hoping to 
interest you in some aspects of medicine portrayed by Shakespeare. 

I expect that most of you are aware that books have been written 
suggesting that the Bard of Avon was a lawyer, soldier, courtier, 
gardener or astronomer, and yet, such was his genius, that I hope 
almost to persuade you that he was a doctor. 

In the 36 plays mention is found of practically all the diseases 
and drugs known in his time, and in ‘‘Troilus and Cressida’ (Act 
V, Scene I) you will find a long list of such ills as the flesh was 
then heir to. But quite apart from such record, it is astounding 
to discover the wonderful knowledge of physiology, pathology, 
and psychology to which the plays bear witness. Let us acclaim 
him in his own words ‘‘How noble in reason, how infinite in 
faculty, in apprehension how like a God,” ‘ 

William Shakespeare was born on April 23rd, 1564 and died 
on his anniversary in 1618, that is 12 years before Harvey published 
to the world his momentous discovery .of the circulation of the 
blood. But it should be remembered that for 30 years the poet 
was mixing constantly with the keenest brains of the realm, both 
in and out of London on his theatrical tours, and that this was 
the glorious Elizabethan age when Merchant-Venturers, fired by 
the voyage of Hakluyt and ‘‘the new map with the augmentation 
of the Indies’’ (‘‘Twelfth Night’), were seeking trade facilities 
with the distant West and East. 

Surely then it needs but little imagination to picture the return- 
ing wanderers in the convivial company of Shakespeare and his 
player friends at the Mermaid, exchanging their tales of courts, 
courtesans and countries. 

Those were the days of the Renaissance of Medicine as of 
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Art, when such famous men as Fallopius, Vesalius, Fabricius, 
Columbus and Montanus had begun scientific dissection of the 
cadaver, and it is by no means improbable that Shakespeare heard 
of these men, or saw engravings of their discoveries in some 
London printing house with which he was in close touch through- 
out his life. Nor, in assessing his knowledge of medicine, must it 
be forgotten that his eldest daughter Susannah married Dr. John 
Hall in 1607, and that therefore some of his wealth of clinical 
observation may be attributed to this close association with one 
of the profession, although the greater number of his plays were 
written before that date. 

In the 36 plays, seven regular physicians are mentioned but, be 
it noted, no surgeon, except it be that Dick Surgeon in ‘‘Twelfth 
Night,’’ who was so intoxicated that he could not attend his duties. 
You will remember the lines : 


‘‘Didst see Dick Surgeon, sot ?”’ 
“Oh he’s drunk, Sir Toby, an hour agone his eyes were set at 
eight in the morning. He’s a rogue.” 


At that time, besides physicians licensed to practise by the 
College of Physicians or Company of Barber Surgeons, there were 
a host of quacks, both male and female, allowed by Act of Parlia- 
ment in 1543 the liberty-to practise, ‘If they had knowledge and 
experience of the nature of roots, herbs and waters, and of the 
operation of the same.’’ As instances of these, you will remember 
Dr. Pinch in ‘‘The Comedy of Errors,’’ Friar Laurence in ‘“‘Romeo 
and Juliet,’’ the female water caster in ‘‘Twelfth Night,’’ and 
Helena in ‘‘All’s Well that Ends Well.’’ It is possible also that 
Shakespeare put Dr. Caius in ‘‘The Merry Wives of Windsor’’ in 
this category, for when the learned doctor boasts of his surgical 
skill and threatens to remove the testicles of Sir Hugh Evans for 
interfering with his lové affairs, he is dubbed ‘‘Belly stale,”’ ‘‘a 
Castalian King Urinal’’ and Monsieur Mockwater,’’ though I must 
say I have a liking for that one small meed of praise he earns from 
the innkeeper : 


‘Shall I lose my doctor? No, he gives me the 
potions and the motions.” 


Early Marriage. 


In Elizabethan times, as in India to-day, early marriage was 
the rule rather than the exception, but it is obvious that the dangers 
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thereof were recognized, for in ‘‘Romeo and Juliet’ (Act ‘1, 
Scene III), speaking of Juliet, Lady Capulet says to Paris: 

“My child is yet a stranger in the world, 

She hath not seen the change of fourteen years, 

Let two more summers wither in their pride, 

Ere we may think her ripe to be a bride.” 


To which Paris replies: 


‘‘Younger than she are happy mothers made”’ 


and Lady Capulet retorts : 


‘‘And too soon marred are those so early made.” 


And in the next scene Lady Capulet says to Juliet : 


‘We'll think of marriage now, ; 

Younger than you are made already mothers, 

By my count, I was your mother much upon these years 
That you are now a maid.”’ 


Quickening. 


There are two references to this: one in ‘‘Love’s Labour Lost”’ 
(Act V, Scene II): 


“Faith, unless you play the honest Trojan, the 
poor wench is cast away, she’s quick, the child 
brags in her belly already, she’s yours.”’ 


and the other in ‘‘A Comedy of Errors” (Act I, Scene I): 
till my factor’s death 
Drew me from kind embracements of my spouse 
From whom my absence was not six months old 
Before herself, (almost at fainting under 
The pleasing punishment that women bear), 
became 
A joyful mother of two goodly sons. 
And which was strange, the one so like the other 
As could not be distinguished but by names.” 


Obviously, a case of uniovular twins. 


Longings of Pregnancy. 
The only mention-of this condition that I can find is rather a 
quaint one in Act II, Scene I of ‘‘Measure for Measure” 


“Sir, she came in great with child, and longing, 
save your honour’s reverence, for stewed prunes. 
Sir, we had but two in the house, in a fruit dish, 

a dish of some three pence, your honours have seen 
such dishes, they are not China dishes, but very 
good dishes, 
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These lines would appear to indicate that regular traffic with 
the East was quite usual in 1608 when this play was written. 


Parity of Ages in Husband and Wife. 


In 1582 Shakespeare married Anne Hathaway who was eight 
years his senior. The marriage, judging: by the Bard’s absences 
and his will, cannot be considered a happy one: you will remember 
that all he left her was his second best bed ! 

I think he nicely points the physiological moral of their dis- 
parity in ages in those lines in ‘‘Twelfth Night’’ (Act II, Scene IV), 
which were written in 1600. 


Too old by heaven. Tet still the woman take 
An elder than herself, so wears she to him, 
So sways she level in her husband’s heart. 
For boy, however we do praise ourselves, 

Our fancies are more giddy and infirm 

Than woman’s are.” 


Death of the Fetus. 


Death of the foetus or its macerated retention in utero— 
probably due to syphilis—is put forward by Henry VIII in Act II, 
Scene IV, as an excuse for his divorce from Katherine of Aragon. 


‘‘Who has commanded Nature that my lady’s womb, 
If it conceived a male child by me, should 

Do no more offices of life to it than 

The grave does to the dead: for her male issue 
E’er died ere they were made, or shortly after 
This world had aired them.”’ 


and in ‘‘Henry VI,”’ Part III, Act IV, Scene IV, Queen Elizabeth 
bemoans the disastrous effect of acute emotion upon the child 
within her, in the lines: 

“Fair hope must hinder Life’s decay, 

And I the rather wean me from despair 

For love of Edward’s off’ring in my womb, 

This is it that makes me bridle passion, 

And bear with mildness my misfortune’s cross, 

Lest with sighs or tears I blast or drown 

King Edward’s fruit, true heir to England’s crown.” 


Of course I need not remind you that the idea of the infant being 
born as the poet says: 


“Full of unpleasant blots and sightless stains, 
Lame, foolish, crooked, swart, prodigious, 
Patched with foul moles and eye offending marks.” 
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as a result of pre-natal influence still holds to-day, though we are 
unaware of any scientific explanation. 


Premature Birth. 


That premature birth may occur from the rolling of a ship, 
will be of interest to many mothers proceeding home from India, 
for it is described in ‘‘Pericles’’ Act III, Scene I): 


sh Seana rhea Lucian, O 

Divinest patroness and midwife gentle 

To those that cry by night, deliver thy deity 
Aboard our dancing boat, make swift the pangs 
Of my queen’s travails.” 


And in ‘‘A Winter’s Tale’’ (Act II, Scene II) fear and grief at 
being cast into prison causes Queen Hermione to have a precipitate 
and premature labour : 


‘‘How fares our gracious lady ?”’ 

‘‘As well as one so great and so forlorn 
May hold together, on her frights and grief, 
Which never tender lady hath borne greater, 
She is something before her time delivered.” 


Toxemia of Pregnancy. 


Although the line I am going to quote was not written with 
reference to conception, it so beautifully gilds the picture of a 
woman pregnant with anxiety and sickness, that I feel compelled 
to make use of it, for who in India has not seen the sallow icteric 
face of the unwilling mother. The line is from ‘‘‘Troilus and 
Cressida,’’ (Act I, Scene III): 


‘‘What grief has set the jaundice on your cheeks.’’ 


Labour. 


The references to difficult labour are interesting to us for, 
as I pointed out in my former address, there are very few instances 
in the Bible of dystocia, and but of two deaths following confine- 
ment,’ the one from exhaustion and the other probably from 
inversion of the uterus or post-partum hemorrhage. But as I then 
remarked, this absence of any record of difficult labour is what one 
would expect of primitive people living active, healthy, nomadic 
lives. Conditions were probably much the same in country 
districts and among the well-to-do of Merrie England, so perhaps 
we should not expect ‘“‘sweet Master Shakespeare’ to mention 
difficult labour, If death in child-bed were common, it is hardly 
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likely, considering the enormous wealth of medical lore he gives 
us, that he would have omitted to make use of the fact in one or 
other of the plays. 

On the other hand, this is perhaps surprising when we 
remember that rickets, one of the commonest causes of dystocia, 
existed in the crowded areas of the larger towns in the poet’s time, 
for within 60 years of his death, the authenticated description of 
rickets, alias the ‘‘English disease’? was written by Dr. Glisson. 

In ‘“‘Henry VIII’ (Act V, Scene I) the agony of Anne Boleyn 
at the birth of the future Queen Elizabeth of England is described : 


ce 


ed the Queen’s in labour, 
They say in great extremity, and feared 
She’ll with the labour end.”’ 


And in contrast it is rather amusing in the last lines of the same 
scene to observe the disgust of His Majesy when he was told by 
the garrulous old lady that he had a daughter : 


‘‘As like you as cherry is to cherry” 


It is of interest to note that in ‘‘Henry VI’’ (Part III, Act V, 


Scene VI) the birth of Gloucester is described as ill-omened and 
difficult in the lines: 


“Thy mother felt more than a mother’s pain, 
And yet brought forth less than a mother’s hope, 
To wit, an indigested and unformed lump.’ 


and later in the same scene we are told in his own words that he 
was a footling presentation and born with teeth. 


“For I have often heard my mother say 

I came into the world with my legs forward 
The midwife wondered, and the women cried 
‘O Jesus bless us he is born with teeth,’ 

And so I was. Which plainly signified 

That I should snarl and bite and play the dog.” 


Again, it would appear from Act IV, Scene IV of ‘‘Richard 
IIT’ that not only does the poet describe the birth of Gloucester 
as difficult, but it looks as if it was a case of oligoamnios and that 
this was the cause of the deformities, for we read in ‘‘HenryVI”’ 
(Part III, Act III, Scene IT) the words: 


“She did corrupt frail nature with some bribe, 
To shrink mine arm up like a wither’d shrub, 
Where sits deformity to mock my body, 

To shape my legs of an unequal size, 

To disproportion in every part.” 
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Moreover, it would seem that it was recognized that the foetus 
could be deformed or strangled by morbid conditions in utero, 
for we have the lines in ‘‘Richard III’’ (Act IV, ScenelV) : 


“Oh, that she might have intercepted thee 
By strangling thee in her accursed womb.” 


which would suggest strangulation by the umbilical cord. 


Cesarean Section. 


There seems little doubt that this operation was well known 
and talked about in the days of Shakespeare, for not only are there 
two actual references in the plays, but an expression is used meta- 
phorically in ‘King John” (Act V, Scene III) which would 
indicate that his audience was well acquainted with the operation. 
The lines are: 


“You bloody Nero’s, ripping up the womb 
Of your dear mother England, blush for shame.” 


and although Shakespeare may have had ‘‘little Latin and less 
Greek”’ it is quite probable that he had heard of those lines in 
“‘Ovid’’ (Metam. Lib. 2, 1, 630): 


Natum flammis uteroque parentis, 
Eripuit geminique telit Chironis in antrum. 


which indicate that Aesculapius was cut from his mother’s womb. 
Perhaps you will let me remind you of the story that Coronis, the 
mother of the unborn Aesculapius by Apollo, was killed by 
Artemis for unfaithfullness. Her body was about to be burned on 
the pyre, when Apollo snatched the boy from his mother’s womb 
(and the flames) and carried him to the cave of the wise Centaur 
Chiron, who instructed him in the cure of all diseases, and so he 
became the great god of medicine to the Greeks. 

The operation is of great antiquity, and I think it is to the 
credit of the Church of Rome that it popularized and countenanced 
it in medizval days, doubtless in the teeth of violent hostility. 
Dr. Herbert Spencer tells us that we owe the title ‘‘Czesarean 
Section’’ to a Jesuit priest, Theophile Raynaud, who published 
a memoirs in 1637 entitled “‘de ortu infantium contra naturam per 
sectionem Czesaream tractatio.’’ Anyhow, it can be safely assumed 
that the popular idea which labels Julius Czesar as being the first 
living result of the operation, is erroneous, for historically we know 
his mother lived long after his birth, and had rumour or tradition 
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of such an operation surrounded him, surely Plutarch would have 
mentioned it and Shakespeare touched upon it in his play. As 
a matter of interest, it is possible that the word Cesarean is a play 
upon the Latin verb Czedo. 

Dr. Herbert Spencer tells us that the first authentic record of 
Czesarean section, with the recovery of mother and child, is by 
Bauhinus. The operation was performed by a sow gelder, Jacob 
Nufer of Siegershaufen, who, after thirteen midwives and several 
lithotomists had failed to deliver or relieve his wife, decided to 
operate with a razor ‘‘Non secus quam porco.’’ The child lived 
to the age of 77, the mother recovered and later was delivered of 
twins, and four other children were born naturally after them. 
So you see, even in those days, ‘‘once a Czesarean’’ did not mean, 
“‘always a Ceesarean.”’ 

The question now arises, whether in his plays Shakespeare 
refers to the classical operation, for you remember that in 
‘*Macbeth”’ (Act V, Scene VII) the Thane of Glamis boasts: 


‘I bear a charmed life which must not yield 
To one of woman born.”’ 


to which Macduff replies : 


‘Despair thy charm, 

And let the angel whom thou still hast served 
Tell thee, Macduff was from his mother’s womb 
Untimely ripp’d.”’ 


To my mind, the interpretation of these lines is that the mother 
of Macduff perished prematurely or in labour and, in obedience 
to the edicts of Holy Mother Church, the baby was cut from her 
womb. 


Again, in ‘‘Cymbeline’”’ (Act V, Scene IV) we have the lines: 


“‘Tucina lent me not her aid, 

But took me in her throes, 

That from me was Posthumus ripp’d 
Came crying ’mongst his foes, 

A thing of pity.’’ 


This, together with the lines in Act I, Scene I: 


cae Caren . . for which their father 

Then old and fond of issue, took such sorrow 

That he quit being, and his gentle lady 

Big of this gentleman, our theme, deceased 

As he was born. The King he takes the babe 

To his protection, calls him Posthumus Leonatus.”’ 
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would seem to leave no shadow of doubt that the poet infers post 
mortem Cesarean section, from the play upon the name of Pos- 
thumus, and the word ripp’d, c.f. ‘‘Eripuit’’ in the lines of Ovid. 


The First Cry of the Infant. 

I feel that many a mother in the anxious moments immediately 
following child-birth, when the baby’s life is in doubt, will 
appreciate the lines in ‘‘King Lear’’ (Act IV, Scene VI) : 


“Thou know’st, the first time that we smell the air 
We wawl and cry 

When we are born we cry that we are come 

To this great stage of fools.” 


Lactation. 


It is interesting to read that Juliet was not weaned until she 
was three years old, and the poet states that the nurse had to put 
wormwood on her nipples in order to wean the child. 


‘‘When it did taste the wormwood on the nipple 
Of my dug, and felt it bitter, pretty fool, 
To see it tetchy and fall out with the dug.” 


Despite the prolonged lactation, Juliet does not appear to have 
been ricketty for, in the same scene we read: 


“For then she could stand alone; nay by the rood 
She could have run and waddled all about.”’ 


Sterility. 


In medizval times there existed, as there does in India to-day, 
a belief in the efficacy of charms and erotic flagellation for the cure 
of this condition. In Act I, Scene II of “Julius Czsar,’’ Shake- 
speare makes use of Plutarch’s description of the feast Lupercalia, 
in order to remedy Calpurnia’s sterility. Let me quote you the 
passage from Plutarch. 


“In those days many young men and magistrates, ran up 
and down the city with their upper garments off, striking 
all they met with thongs of hide by way of sport, and 
many women even of the highest rank, placed themselves 
in the way, and held out their hands to the lash, as boys 
in school do the master, out of the belief that is procures 
an easy labour for those who are with child, and makes 
those conceive who are barren.” 
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I’m sure you will like that reference to the boy and his school- 
master, written in A.D.100, and will wish that there were more of 
this nowadays in our schools! 

The lines of Shakespeare are : 

“Forget not in your speed Antonius 
To touch Calpurnia, for our elders say 


The barren, couched i this holy chase 
Shake off their sterile curse.”’ 


Aphrodisiacs. 


Throughout the ages much trust has been placed in the doubtful 
efficacy of such substances. For instance, in ‘‘The Merry Wives 
of Windsor’’ (Act V, Scene V), we have the invocation of Falstaff : 

“Let the sky reign potatoes; let it thunder to the tune of 
“Green Sleeves,’ hail kissing-comfits, snow eringoes ; 
let there come a tempest of provocation, I will shelter 
me here.”’ 


The potato of that time was the sweet potato, convolvulus 
Battatus, which, like the eringo (sea holly), had the reputaion of 
being able to restore decayed vigor. Of course I need not remind 
you that our potato of to-day is the solanus tuberosum, and with 
tobacco, was originally brought from Virginia by Sir Walter 
Raleigh. 

It may interest some of you to know that the tune of Green 
Sleeves is an old ballad entered at Stationers’ Hall in 1580, the 
words and tune of which are still extant. 

Again, in ‘Othello”’ (Act 1, Scene I) Brabantio infers a secret 
knowledge of aids to concupiscence when he says: 

“Are there not charms, 
By which the property of youth and maidenhood 


May be abus’d. Have you not heard, Roderigo, 
Of some such thing ?”’ 


and later he accuses Othello of influencing Desdemona : 


“Thou hast practised on her with foul charms, 
Abused her delicate youth with drugs, or minerals, 
That weaken motion.”’ 


Midwives. 


Reference to midwives are numerous, and it is probable that 
Shakespeare was thinking of these women when he wrote, in 
‘Twelfth Night” (Act IV, ScenelV) : 


“Carry his water to the wise women.” 
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but it would appear that the ‘‘wise women”’ were like Dickens’ 
Sarah Gamp, too prone to liquid refreshment, for in the same 
play, Act II, Scene V, Marcius says: 


‘‘Nay but say true, does it work upon him?” 
and Sir Toby answers: 
“Like aqua vite on a midwife.” 


The midwife of those days apparently exhibited a trait perhaps 
not altogether obsolete to-day, loquacity, but alas, with us the 
punishment does not fit the crime. For instance, in ‘‘Titus 
Andronicus (Act IV, Scene II) because she was ‘‘a long-tongued 
babbling gossip,’’ the midwife was murdered in order to stay the 
evidence of illegitimacy in her patient ; 

But against this, there are lines in ‘‘Romeo and Juliet’’ (Act I, 
Scene IV) referring to Queen Mab as the fairies’ midwife. 


“This is the hag, when maids lie on their back 
That presses them, and learns them first to bear, 
Making them women of good carriage.’’ 


Medico-Legal. 


Apart from the reference in ‘“The Winter’s Tale’’ (Act II, Scene 
II), where Paulina asseverates the law of all countries of all times, 
that a woman pregnant cannot suffer capital punishment, in the 
lines : 


‘This child was prisoner to the womb and is 
By law and process of great nature, thence 
Freed-and enfranchised, not a party to 

The anger of the king, nor guilty of 

If any be, the trespass of the queen.” 


there is the claim of Joan of Arc in ‘‘Henry VI’’ (Part I, Act V, 
Scene V)to the exemption from execution, on the plea of pregnancy. 


“T am with child, ye bloody homicides, 
Murder not, then, the fruit within my womb, 
Although ye hale me to a violent death.” 


—lIt is only fair to Shapespeare’s memory to state that eminent 
modern scholars doubt whether he was the author of the above 
episode in this play. They aver that the original manuscript was 
tinkered with, and its author accepted the idle rumours of her 
enemies against the Maid, just as we accepted the most amazing 
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reports about the Germans in the Great War. For if you will 
read Andrew Lang’s masterpiece ‘‘The Maid of France,’’ you will 
see that there is irrefutable evidence produced of her austere chastity 
throughout life, and you will recall her last piteous appeal : 


‘Alas will they treat me so horribly and cruelly and burn 
my body, that never was corrupted, and consume it to 
ashes this day.”’ 


Although not strictly relevant to gynzcology, it is a curious 
fact that the poet should allude in ‘‘Cymbeline’’ (Act I, Scene V1) 
to animal experimentation, for the purpose of discovering the 
potency of drugs. Perhaps he had read, or heard of the experi- 
ments. of-the -perfidious Cesar Borgia, for in the same play he 
describes the effects of chronic arsenic poisoning. 


‘A mortal mineral, which being took should by the minute 
feed on life, and lingering, by inches waste you.” 


Of acute arsenic poisoning, he gives a vivid description in 
“‘King John” (Act V, Scene VI). 

There are several other references to poisonous drugs in use 
at that time, for instance, the line in ‘‘Hamlet’’ (Act IV, Scene 
VII): 


“T have bowght an unction of a mountbank.”’ 
would seem to indicate curare, whereas the words in Act I Scene V: 
‘‘With juice of cursed hebenon in a vial.’’ 


must mean hemlock (Conium) which, you will remember, Socrates 
died of. The lines in ‘‘Macbeth’’ (Act I, Scene III): 


Have we eaten of the insane root 
That takes the reason prisoner.’’ 


refers of course to henbane (Hyoscyamus) 


‘‘Which if it be eate or dronke, it breedeth madness 
or slow likeness of sleep.”’ 


Personally, speaking of drugs, the line that I like best is that 
appeal of Cleopatra to Charmian : 


“Give me to drink mandragora, 
That I may sleep out this great gap of time 
My Anthony is away.” 
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Though perhaps lago’s description in ‘Othello’? (Act III, 
Scene III) is almost as fine: 


“Not poppy nor mandragora, 

Nor all the drowsy syrups of the world, 
Shall ever medicine thee to that sweet sleep 
Which thou ow’dst yesterday.” 


It may interest you to know that Mandragora or Mandrake, 
was the antispasmodic that Reuben gave to Leah, and which was 
so helpful to Rachel in Genesis, chapter 30, verse 14: 


‘And Reuben went in the days of the wheat harvest 
and found mandrakes in the field, and brought them 
unto his mother Leah. Then Rachel said to Leah. ‘Give 
me I pray thee of thy son’s mandrakes.’? And Jacob 
slept that night with Leah and she conceived. And later 
also Rachel conceived.’’ 


Prognosis. 
It is said of Sir William Osler that he never saw a patient, 
however dangerously ill, without leaving behind him an atmos- 


phere of hope. The same idea is to be found in ‘‘Anthony and 
Cleopatra’ (Act II, Scene V). 


“Though it be honest, it is never good 
To bring bad news.”’ 


and in ‘‘Love’s Labour Lost’’ (Act V, Scene I1) we read : 


‘Your task shall be 

With all the fierce endeavour of your wit, 
To enforce the painéd impotent to smile.” 
“The miserable have no other medicine, 
But only hope.” 


Again, we read in ‘Henry 1V”’ (Part II, Act I, Scene I): 


‘He that but fears the thing he would not know, 
Hath by instinct, knowledge from other eyes 
That what he feared, is chanced.”’ 


It is worthy of note that the poet well understood the importance 
of the previous history of adjudging disease, for in ‘‘Henry 1V”’ 
(Part II, Act III, Scene I) we read: 


“There is a history in all men’s lives 
Figuring the nature of the times deceased, 
The which observed, a man may prophesy 
With a near aim, of the main chance of things 
As not yet come to life.” 
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Gentlemen, the time alloted me is coming to an end, and you 
remember what Lord Say remarked in ‘‘Henry VI’’: 


“Long sittings to determine poor men’s causes, 
Hath made me full of sickness and diseases.” 


Nevertheless, I trust you will not think of me as 


‘A fellow of infinite jest and most excellent fancy” 
who 
‘‘waxes desperate with imagination,” 


but rather believe that 


“My endeavour has been 

To frame your mind to mirth and merriment, 

Which bear a thousand harms, and lengthens life.” 
and so 

“Give me commendation for my free entertainment.” 


I know I have but touched upon the fringe of this great subject 
and my thesis is but a thing of ‘‘shreds and patches,’’ but if I have 
awakened fresh interest in the world’s greatest poetic genius, I 
shall consider myself sufficiently rewarded. 
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The Value of the Sedimentation Test in 
Obstetrics and Gynecology. 


By Giapys H. Dopps, M.D., D.P.H., 
and 
FLORENCE L. TELFER, M.D. 


From the Obstetric Unit, University College Hospital, London. 


INTRODUCTION. 


‘THE sedimentation test consists in the observation and measure- 
ment of the varying speed with which erythrocytes, in a specially 
constructed tube, separate from the plasma after the blood has been 
rendered non-coagulable. 

The test is not one for a special disease but is believed, according 
to most observers, to be a delicate index of the presence and extent 
of any inflammatory process in the body. 

The nature of the reaction. ‘The reaction is a complex one. 
Fahreus,! Linzenmeier? and others have shown that the sedimenta- 
tion is due to the agglutination of the erythrocytes. This agglutina- 
tion is influenced by (1) their number (2) electrical charge*® * and 
(3) by the relative proportion of the plasma proteins” * *) * % 1%, 
12,15, 14,15. Fahreus showed that solutions of different protein 
fractions varied in agglutinating capacity, and he stated that serum 
albumin only caused aggregation to a small degree, while globulin 
produced a strong agglutination and fibrinogen was still more 
active. 

Technique. Three chief methods are in use for the estimation 
of the sedimentation rate (S.R.) viz: (1) Fahreus’s, (2) Wester- 
gren’s and (3) Linzenmeier’s. The method used in the present 
investigation was Morris’s modification of Westergren’s technique. 
Into a 2 c.c. Record syringe, containing 0.4 c.c. of a 3.8 per cent 
solution of sodium citrate, blood from an arm vein is drawn up 
to the 2 c.c. mark. After thorough mixing in a test-tube the fluid 
is drawn up into a 1c.c. pipette graduated in hundredths and 
having an internal diameter of 2.5 mm. After the pipette is filled 
to the 1 c.c. mark a rubber cap is applied to the tip and the tube 
is placed vertically in a stand. The rate of sedimentation is 
estimated by the depth of the clear fluid on the top of the red cells. 
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This reading is taken at the end of one hour and is given as a 
percentage of the total column, viz. if the clear fluid reaches 
0.05 c.c. the reading is five. At the beginning of the present investi- 
gation we took readings at the end of one, two and 24 hours, but 
later we did not consider it necessary to take more than the first 
hour’s reading. The present investigation was undertaken to 
determine whether any information, either of diagnostic or 
prognostic value, could be obtained by the routine use of the test 
on ante-natal, puerperal and gynecological cases. 

The test was performed 1,030 times—27 normal non-pregnant 
women, 452 ante-natal, 423 puerperal and 128 gynecological 
cases being investigated. 

RESULTS. 

1. Normal non-pregnant women. As stated above the test 
was carried out on 27 normal non-pregnant women. The average 
S:R. was two, the range was two to four. This corresponds with 
the normal figure found by other observers. 

2. Normal ante-natal cases. The test was carried out 348 times. 
The blood was taken at the patient’s first visit to the clinic or on 
admission to the ward when the routine Wassermann test was 
being done. 





Dikewtien at Redinientetion Rate: | Cases with normal Sedi- 


; mentation rate. 
pregnancy in 
weeks. Average Range | 
cid 
per cent. Number. | Percentage. 








— =i aie 


up 12 I2 2.5 I—4 | 12 
13 16 10 5-6 2—10 | 3 
17 20 32 75 2—24 II 
21 24 67 10.0 I—23 | 15 
25 28 129 10.2 I—25 RE 
29 32 60 14.6 3—45 | 6 
33 36 28 18.5 7—32 ° 
37 term 10 14.0 4—27 | 2 























up to 40 348 10.3 I—45 82 cases 23.5 


It is apparent that the S.R. is increased after the 12th week of preg- 
nancy, but only by one, and that a definite increase does not occur 
until after the 2oth week. Further, there is a definite percentage of 
cases in each month with a normal S.R. Linzenmeier’® in a series 
of 300 ante-natal cases and Geppert,"’ Wacholtz,'* Wiirzburger,'® 
and Haselhorst® arrived at similar conclusions. Falta" found 
an increased S.R. constantly after the fourth month and Baer 
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and Reis” found it unreliable during the first three months. In 
Fahreus’s' series the average S.R. is higher than in the present 
series and he found an increase after the second month, but his 
series is small—33 in all—and he included cases admitted with 
symptoms of abortion. 


3. Pregnancy with complicativns—ioy4 tests. 


(a) Pyelitis, eight cases. The S.R. was above the average in 
all cases—the range was 17 to 75. The case with the S.R. of 75 
was severe and had an associated anzmia. 

(b) Cervicitis, six cases. Three cases were above the average, 
and three below. 

(c) Positive Wassermann Reaction, 13 cases, of which 10 cases 
were above the average and three below. Molnar,”* Popper and 
Wagner™ and Linzenmeier and Hirsch’ obtained a similar result 
in syphilis. Neumann® in a series of 52 cases of syphilis in 
pregnancy found an increased S.R. in 11 per cent, further, he 
found no relationship between the S.R. and latent and active 
syphilis. 

(d) Bronchitis, five cases. Two were below and three above the 
average. 

(e) Psoriasis, three cases. Two cases of very extensive psoriasis 
had S.R’s of two and three, the third case which was less extensive, 
had a S.R. of 25. 

(f) Acute Bartholinitis. One case in which the S.R. was 
normal. 

(g) One case of active pulmonary tuberculosis with raised 
temperature and pulse rate, had a S.R. of 56. 

(h) Eclampsia, six cases. With one exception the S.R. was 
increased in all cases—-the average was 36.6 and the fange four 
to 57. The exception was the mildest case of eclampsia. Neu- 
mann?’ examined nine cases and found increased S.R. in two, 
the remaining seven cases were within normal limits. Fried- 
lander*® says eclamptics show the same S.R. as ordinary 
pregnancies, while Fahreus and Linzenmeier found the S.R. often 
reduced in cases of eclampsia. 

(i) Pre-eclampsia, five cases. Three were above the average 
and two were normal, the range was from four to 25. The most 
severe cases, blood pressure 200 m.Hg., urine (catheter specimen) 
solid albumin had a S.R. of four. 


(j) Accidental hemorrhage, three cases—all had accompanying 
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albuminuria. One case had a S.R. of 15, the second had a S.R. 
of 18 on admission, 8g five days later and 82 on the sixth day. This 
patient died on the sixth day and postmortem examination showed 
an acute cortical necrosis of both kidneys. The third case had a 
S.R. of 62 but had an associated anzemia. 


(k)Recurrent toxemia, four cases. Two were above and two 
below the average. 


(l) Albuminuria, 30 cases. All the cases except twc were above 
the average. Urea nitrogen, non-protein nitrogen, uric acid, 
cholesterol and sugar estimations were made in all the toxzemic 
cases at the same time as the S.R. but no constant relationship 
was found. 


(m) Abortion and miscarriage, 24 tests (21 cases). There were 
nine cases of incomplete abortion and 12 of complete abortion or 
miscarriage. In 11 cases (four cases of incomplete and seven cases 
of complete abortion) the S.R. was normal, i.e., below four, and 
in all these cases temperature, pulse rate, and convalescence were 
normal. Three cases of incomplete and three cases of complete 
abortion had S.R. of 10, 14, 24, 10, 19, and 14 respectively and had 
an apyrexial convalescence. The three cases of incomplete abortions 
were admitted to hospital with a history of vaginal hemorrhage and 
passage of clots. The case with the S.R. of 24 had normal 
temperature and pulse rate during her convalescence, but five days 
after the placenta was removed there was oedema of left leg. The 
case of complete abortion with S.R. of 14 had tuberculosis of the 
lung. The raised S.R. in the two cases of complete abortion 
cannot be explained. The remaining four cases (two incomplete 
and two complete abortions) had an associated pelvic peritonitis 
with raised temperature, increased pulse rate and leucocytosis. The 
S.R. in these cases was 43, 22, 16 and 15. The highest S.R. (43) 
occurred in a case of incomplete abortion with pelvic peritonitis 
and pelvic abscess. The day after the abscess burst into the rectum 
the S.R. fell to 38 and ten days later, on the patients discharge 


from hospital, was five. Details of a second case are of special 
interest :— 


E. H., aged 30, para 0, was admitted with threatened abortion ; 
last menstrual period was 12 weeks before. Bleeding per vaginam 
and severe abdominal pain had been present for five hours. On 
admission the patient was obviously ill, face was cyanosed, 
temperature 99.2 pulse rate 124. The abdominal wall did not move 
with respiration and there was marked rigidity over whole of lower 
abdomen. Per vaginam the uterus was enlarged to the size of 
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a 12 weeks pregnancy, cervix closed and soft; no blood stained 
discharge. The S.R. was ten. Laparotomy revealed an extensive 
purulent general peritonitis. The bacillus coli was isolated on 
culture from the peritoneal fluid. Convalescence was complicated 
by thrombosis in the left leg. S.R. four weeks after operation was 
five. The patient was discharged well six weeks after admission 
to hospital. 

From the findings in these two cases we can conclude that 
although a high S.R. usually indicates some inflammatory con- 
dition, the height of S.R. and the extent of the inflammation are 
not always parallel. The range in cases of apyrexial abortion was 
one to 24, average 8.9, and the range in febrile cases 15 to 43, 
average 24. 

We can conclude from this series of cases of pregnancy with 
complications that by routine use of the S.R. no information can 
be gained which could not be learned by other methods. 


4. Puerperal cases, 423 tests. 

Fahreus' found that the S.R. decreased gradually after con- 
finement and was still above normal at the end of the second 
month. Friedlander** found a raised S.R. in the first ten days and 
a return to normal after the first month if no infection was present. 
According to Linzenmeier,'® Héber* and Falta®’ there should be 
a decrease of the S.R. from about the tenth day and a return to 
normal about the middle of the third week. Neumann” investi- 
gated 200 puerperal cases and found that the S.R. showed an 
increase in the puerperium up to the seventh day and then a 
gradual decrease. The majority of his cases reached a normal 
S.R. at the end of the seventh week. 

As stated above, the sedimentation test was carried out 423 
times in the puerperium—65 of these were morbid and these will 
be considered separately. Twenty-six (7.3 per cent) of the 358 
remaining cases had a normal S.R. during the first ten days of 
the puerperium. 

An analysis of our puerperal cases shows : 

1. 186 normal cases, average S.R., 15.5. The S.R. was 
highest on second, third, and eighth days. 

2. 70 cases with repair of perineum as only complication, 
average S.R. 28.5. 

3. 38 cases of instrumental or assisted delivery, average S.R. 
18.2. 

4. Of the 358 normal puerperal cases 153 had S.Rs. above 
the average, and in 27 per cent of these 152 cases no cause for the 
high S.R. was found, In 14 cases the high S.R. was associated 
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with engorged breasts and in 11 cases with anemia. In neither 
of these two conditions was the S.R. found below the average. 
There were 15 cases of subinvolution (not septic) above the average 
and eight below. Seven cases of cervicitis were above the average 
and six below. Two cases of positive Wassermann reaction were 
above the average and three below. Three cases where prematurity 
was the only complication were above the average and three below. 

The raised S.R. in cases of engorged breasts and in cases of 
repair of the perineum are the interesting factors in the puerperal 
results. NNewmann*® found that perineal tears had no influence 
on the S.R. 

Morbid puerperium, 65 cases. 36 cases of sepsis, 21 cases of 
pyelitis and nine cases in which the rise of temperature was due to 
some other inflammatory condition, e.g., influenza. With two 
exceptions the S.R. was increased in every case. 


(a) Sepsis, 36 cases. Baer and Reis®’ claim that the S.R. is 
of great clinical and diagnostic significance in puerperal sepsis. 
Frosch** thinks that the S.R. is of aid in the diagnosis of 
septiczemia in the puerperium. Most observers say that the con- 
dition in which increased S.R. occurs par excellence is sepsis and 
that the most rapid rates occur when there is acute inflammation 
associated with pus formation. The S.R. was increased in all our 
cases of sepsis but in 50 per cent of the 65 cases the height of the 
S.R. did not exceed that found in non-septic complications of the 
puerperium, viz., engorgement of the breast and torn perineum. 
The following two cases illustrate this point. (1) A case of fatal 
hzmolytic streptococcal septicemia had S.Rs. of 21 and 25 on 
the sixth and third days before death. Post-mortem examination 
showed extensive peritonitis, parametritis, endometritis, thrombo- 
sis of both iliac veins and septic emboli in lungs. (2) a case of 
hemolytic streptococcal intrauterine infection associated with 
temperatures of 103° to 104°F. for 10 to 12 days had S.Rs. of 
31, 29 and 30 on three successive occasions—four days interval 
between each. This patient was discharged well on the 32nd day 
after delivery. In the first case the comparatively low S.Rs. may 
have been due to the absence of resistance in the patient, but in 
the second case the S.Rs. cannot be explained in this way for 
there was marked leucocytosis and the patient recovered. 

In only a small percentage of these cases of puerperal sepsis 
did the S.R. correspond with the clinical picture and in these 
cases, it did not, in our opinion, have any diagnostic value. 

(b) Pyelitis, 21 cases. The S.R. was raised in all the cases— 
it ranged from 21 to 64. The rates found in the cases of pyelitis 
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were generally higher than those met with in cases of puerperal 
sepsis—two of the 21 cases of pyelitis had S.Rs. below 25 while 
12 of the 36 cases of sepsis were below this figure. The height 
of the S.R..appeared to correspond with the severity of the case. 
One case of pyonephrosis had a S.R. of 51 two days before death. 


(c) Nine cases of morbid puerperium with extra uterine cause 
of raised temperature. There were three cases of influenza—the 
S.Rs. were 58, 47 and 20 respectively and corresponded to the 
severity of the condition in each case; two cases of breast abscess 
with S.Rs. of 36 and 20; one case of acute tonsilitis with S.R. 
of 62; one case of acute gonococcal arthritis with S.R. of 74— 
there were three joints involved in this case and the temperature 
was 104°F. for three days; and one case of acute otitis media with 
a S.R. of 33 and one week later 11 when the acuteness of the 
otitis media had subsided. 


5. Gynecological—128 cases. 

The greatest practical significance is claimed for the S.R. in 
gynecology. The question is whether the S.R. can ensure a 
definite diagnosis in every case in which it is difficult to determine 
clinically whether the swelling felt is inflammatory or non- 
inflammatory, e.g., in the differential diagnosis of ectopic preg- 
nancy and pelvic abscess? There were four cases in our 
series in which the diagnosis of ectopic pregnancy was made. The 
first case had a normal S.R. of two and an unruptured tubal 
pregnancy was found at operation; the second case had a S.R. 
of 17 and a ruptured tubal pregnancy with hzmatocele was found 
at operation ; the remaining two cases had S.Rs. of one and two 
respectively. They were both cases of early intrauterine preg- 
nancy—the first case was complicated by a small ovarian cyst 
and the second case by a small fibroid, the size of a horse chesnut, 
on the lateral border of the uterus. We have shown already that 
the S.R. is not increased in the first twelve weeks of normal 
pregnancy. Friedlander*® says: ‘‘ectopics show the same sedi- 
mentation time as ordinary pregnancies. Ruptured ectopics with 
fresh blood in the abdominal cavity have a quick sedimentation 
time within the range of infected cases.’’ Linzenmeier and 
Hirsch,*® Falta,*" Neumann,*> Iwanow,”® Rocher,*® Wacholtz!® 
and other workers have reported similar findings. They conclude 
that the S.R. can only be used in conjunction with the strict con- 
sideration of all other factors. The cases which present the 
greatest difficulty in diagnosis are usually those of tubal rupture 
with hzmatocele in which, as in the case quoted above, we have a 
raised S.R., but in cases of subacute pelvic peritonitis from which 
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we wish to differentiate the ruptured tubal mole the S.R. is also 
raised about the same amount. 


Twenty-two cases of pelvic inflammation were investigated. 
Eight cases of chronic pelvic peritonitis with normal temperature 
and pulse rate (three gonorrhoeal) had a normal S.R. All the 
cases of acute pelvic peritonitis had raised S.Rs. The S.R. 
corrésponded with the acuteness of the condition and fell 
gradually as the condition cleared up. There were two cases of 
tubo-ovarian abscess in which the possible diagnosis of ectopic 
pregnancy had to be considered. Case 1, aged 28 years, 2-para: 
complained of abdominal pain, mass size of an orange in left 
fornix: temperature 98.2; pulse rate 78; S.R., 12. Case II, aged 
30 years, I-para, complained of severe abdominal pain of sudden 
onset; mass felt in left fornix, temperature 100, pulse rate 82, 
S.R., 13. These two cases show that the S.R. is not of value in 
the differential diagnosis between pelvic peritonitis and ruptured 
tubal pregnancy. 


Our highest rates were met with in cases of acute pelvic peri- 
tonitis with abscess formation. Mrs. W. aged 40 years 5-para, 
history of miscarriage six weeks previously, large abscess in pouch 
of Douglas temperature 103.6, pulse rate 110, S.R. 53; a fortnight 
later, two days after the abscess had evacuated into the rectum, 
temperature 98.6, pulse rate 80, and S.R. 21 and four weeks later 
on the patient’s discharge from hospital the S.R. was 15. 

Much work has been done in America and Germany on the 
S.R. in connexion with pelvic inflammation. Schmitz,*’ Cherry,” 
and Neumann’ think the test is of no value, but the majority of 
observers consider it of great value. Linzenmeier’® studied 100 
cases, Friedlander*® 1,500, Baer and Reis?’ 100 and Polak and 
Tollefson** 650 cases, and they all conclude that the test is 
raluable in diagnosis and prognosis and especially in estimating 
the time of safe operability. Frosch®* thinks that a decreasing 
S.R. indicates a good prognosis and Bronnikoff** confirms that 
opinion. Schumacher and Vogel*® and Nitschmann’*® think that 
the test should be combined with the leucocyte count in order to 
find its true value. 

The S.R. was normal in all, except five of the non-inflammatory 
cases examined—uncomplicated fibroids, ovarian cysts, mal- 
positions of the uterus and sterility. The five exceptions were— 
two cases of hydatidiform mole with rates of seven and 22— the 
higher rate was in a patient who had pre eclamptic symptoms and 
marked albuminuria. In one case of twisted ovarian cyst the S.R. 
was 10. A case of uterine prolapse in’ which extensive pyorrhoea 


K 
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and dental caries were present, had a S.R. of 38 and an: apyrexial 
convalescence. The normal results found in this series correspond 
with the findings of other observers. 

Carcinoma, 12 cases were examined, seven inoperable and five 
operable. The S.R. was normal in the five operable and in two 
of the inoperable cases, while it was raised in the remaining five 
inoperable cases with no evidence (clinically) of metastases or of 
pelvic infection. The number of cases is too small to allow 
deductions to be drawn, but several other observers, who have 
investigated a larger number of cases, think that the test is not 
very reliable in this disease. Falta*’ thinks that the S.R. is 
definitely increased in malignant tumours and that in many cases 
it is increased in direct proportion to the extension of the disease, 
but Schmitz*' does not think the test is of any value in this disease. 
Wiirzburger*’ got normal results in some cases of carcinoma and 
he thinks that an increased S.R. usually indicates metastases. 
Cardauns** and Smiley" could not discover any constant relation 
between the increase in S.R. and the extent of the disease. 


CONCLUSIONS. 


1. The S.R. is raised in normal pregnancy after the fourth 
month. 


2. The S.R. is raised during the normal puerperium; only 6.2 
per cent of the cases examined had a normal S.R. within the first 
ten days. 


3. The S.R. is raised in cases of acute pelvic inflammation but 
the degree of inflammation and the height of the S.R. are not 
parallel in all cases. 


4. The test is of no value in the differential diagnosis between 
pelvic abscess and ectopic pregnancy. 


5. The test is of no value in the diagnosis of malignancy. 


We are indebted to Professor Browne for permission to publish 
this paper. 
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Four Cases of Tuberculosis of the Female 
Generative Organs. 


By MarGaRET SALMOND, M.D., B.S. 


Senior Assistant, Obstetrical and Gynecological Unit, Royal Free 
Hospital, London. 


Tue following four cases of tuberculosis were recently in the wards 
of the Gynecological Unit of the Royal Free Hospital. They 
are interesting in that they were all admitted within a short time of 
each other and are good examples of the different types of tuber- 
culous lesions which are found in the female generative organs. 


1. Miss L. M., aged 48. 


Previous history of tuberculous peritonitis many years ago. 
Admitted as an emergency for severe uterine hemorrhage which 
had lasted three days. History of irregular uterine haemorrhage 


for four months. Menstrual periods had always been profuse, 
painful.and irregular but had been worse in every respect for the 
last 16 years. Onset of menstrual periods at 21 years of age. No 
history of vaginal discharge. 


On admission patient was pale and collapsed, with a pulse rate 
of 120. The abdomen was normal. On vaginal examination, the 
external os was partly taken up, admitting a finger, and a sub- 
mucous fibroid was felt on the posterior wall. The uterus was 
about the size of a cricket ball. The patient was anzsthetized and 
the vagina packed tightly with gauze soaked in flavine, and a 
pad and binder were applied. A blood transfusion, 600 c.c., 
hemoplastin and morphia were given. The patient’s general con- 
dition improved rapidly and the pack was removed in 36 hours. 


She was then given Coagulen Ciba. There was no further 
hemorrhage. 


Blood count two days after admission :— 


Red blood corpuscles 2,010,000 per c.mm. 
White blood corpuscles 19,400 
Hemoglobin 30 per cent 
Colour Index 0.7 


” ” 





Tuberculosis of the Female Generative Organs 297 


Differential. 
Polymorphonuclear leucocytes - 87.0 per cent 
Eosinophil leucocytes - - = - 4:5 
Basophil leucocytes rs ae 0.5 
Small lymphocytes iia 3-0 
Large lymphocytes - - - - 1.0 
piysete + 8 ee 4:5 ‘a 

Red cells show anisocytosis, poikilocytosis and polychromasia. 

It was decided that immediate action must be taken to prevent 
any further hemorrhage. The patient was in too poor a condition 
to undergo a laparotomy, so five days after admission she was 
anesthetised, dilatation and curettage were performed and 50 
mgm. of radium bromide were inserted into the uterine cavity for 
36 hours and the vagina packed. Very little hemorrhage occurred 
and the curettings were scanty except for two small polypi. 

The pathological report on the curettings showed tuberculous 
endometrititis with scanty tubercle bacilli present. 

The patient had a mild general reaction after the insertion of 
the radium and six days later developed an acute bacillus coli 
pyelitis. This subsided after six days. A blood count was made 
eight days after the insertion of the radium, with the following 
results :— 


Red blood corpuscles 2,400,000 per c.mm. 
White blood corpuscles 12,400 
Colour index 0.5 

Hemoglobin 24 

Differential. 

Polymorphonuclear neutrophil leucocytes 88.5 per cent 
Basophil leucocytes SHitpiuw. “Ai @i% 

Large lymphocytes Sie et ale Se 

Small lymphocytes eo showin ale hae 
BEYMIINES: = = Sek ns ete on eg 
Myelocytes oe hein Gets ee 


? ”» 


Red cells show anisocytosis, poikilocytosis and polychromasia. 
One normoblast seen. 

A blood count was again made eighteen days after the insertion 
of the radium and five days after the subsidence of the pyelitis. 
The result was :— 

Red blood corpuscles 2,700,000 per c.mm. 
White blood corpuscles 7200 5s aa 
Colour index 0.5 

Hemoglobin 28 
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Differential. 


Polymorphonuclear neutrophils 72 per cent 
Eosinophils - - I 

Basophils - - - 0.5 

Small lymphocytes - 18 

Large lymphocytes 5-5 
Hyaline ee ak - - 2.5 
Myelocytes >) +) .cone, (el  8O 

Red cells show anisocytosis and poikilocytosis. 

It was decided to transfuse the patient again and this was done 
two days later; 600 c.c. were given. The patient had a mild re- 
action after the transfusion which subsided in two days. There had 
been no further loss per vaginam. 

The patient improved steadily from this time onwards and 12 
days after the second transfusion her blood count was as 
follows :— 

Red blood corpuscles 4,320,000 per c.mm. 

White blood corpuscles 7,000 
Hemoglobin 52 percent 
Colour index 0.6 


9 ) 


Differential. 


Polymorphonuclear neutrophils 70 per cent 
Basophils te. 5 coe Chr oe 
Flyelines <4;.2*) teu tes 
Large lymphocytes - - - 2 
Small lymphocytes - pe pelea 

A week later, the patient was discharged to a convalescent home, 
having refused sanatorium treatment. The chest was free from 
tuberculosis. On discharge a vaginal examination showed the 
external os closed but the condition of the uterus and fornices 
unchanged. The patient was seen six weeks later in perfect health, 
having had no further hemorrhage. 

This case is a good example of tuberculosis of the body of the 
uterus, which is rarely primary but frequently secondary to tuber- 
culosis of the Fallopian tubes. It is, however, commoner in young 
adults than in elderly patients. This case belongs to the chronic 
type in which the endometrium is affected. ‘Tuberculosis is com- 
paratively common in conjunction with other abnormalities of the 
genital organs, such as fibroids and ovarian cysts.' Tubercle 
bacilli are usually not abundant in lesions found in the female 
genital organs but are more numerous in tuberculous endometritis.? 

The usual treatment is removal of the uterus. Curettage alone 
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“| Fi 
' of little value and may be dangerous in that perforation of a 
soft uterus may occur or it may be followed by an acute ‘‘flare-up”’ 
of the disease.* It is possible that small doses of radium may be 
valuable in future treatment. 


The three following cases are examples of tuberculosis of the 
Fallopian tubes, ovaries and peritoneum, of varying severity. 


2. Mrs. A. W., aged 25. 


This patient was admitted into hospital as an emergency. She 
had complained of severe abdominal pain and diarrhoea for a fort- 
night and dyspareunia for three weeks. Her periods lasting seven 
days had been regular every four weeks until her last period, which 
was 15 days early, and she had a thin, colourless discharge. She 
had been married four months. A past history of tuberculosis was 
not obtainable. 


On admission the patient looked ill and pale. The temperature 
was 100°F. and the pulse rate 96. The abdomen was not distended 
or rigid. There was a tenderness in both iliac fosse but a mass 
was not felt. On bimanual exan,:ation, the introitus was normal, 
the cervix pointed backwards and the uterus was upright, normal 
in size and fixed. There were tender masses in the postero-lateral 
fornices. 

A diagnosis of acute salpingitis was made and the expectant 
method of treatment adopted. 

Two days later, as the temperature did not settle and the pulse 
rate had risen and rigidity developed in the right iliac fossa, it was 
decided to operate at once as there were signs of general peritoneal 
infection. 

On opening the abdomen, many old and some recent adhesions 
were seen. The left Fallopian tube was swollen to the size of a 
hen’s egg, with dilation of its ampullary end. The left ovary was 
cystic. The right Fallopian tube was full of thick yellow pus and 
the right ovary cystic. The appendix was kinked and adherent to 
structures in the pelvis. 

A right salpingo-6phorectomy, left salpingectomy, partial left 
dSophorectomy and appendicectomy were performed. The pelvis 
was drained through the abdominal wound. 

The patient recovered well from the operation but maintained a 
persistent evening temperature of gg-100°F. Except for a small 
superficial granulating area at the site of the drainage tube the 
wound had healed before the patient was discharged. 


The pathological report on the Fallopian tubes and appendix 
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showed chronic inflammation of the appendix and tuberculous 
pyosalpinx. 

The patient’s chest was examined and found to be free from 
tuberculosis. She was sent to a sanatorium and was improving 
daily on discharge. 

This case illustrates another point in tuberculosis of the Fal- 
lopian tubes, namely, that the lesion is frequently made worse by 
marriage.* The onset was subacute ; it is more often insidious. In 
advanced cases, dilatation of the ampullary end of the Fallopian 
tube is often found and many adhesions are nearly always present. 

It is most unwise to drain cases of tuberculous disease of the 
female genital organs and the error committed in this case was 
fortunately unattended by grave consequences. 


3- Mrs. C. H., aged 28. 


Was admitted having had irregular periods with much pain 
for the last five months. The periods used to last six to seven days 
every four weeks and now the same time every 25 to 35 days. There 
had been slight discharge for six months. She had been married 
nine years and had not been pregnant. Tuberculous glands were 
removed from her neck in 1920. 

On admission the patient was pale, thin and non-febrile. There 
was a scar of a previous operation on the abdomen, the history of 
which could not be obtained. On bimanual examination, the in- 
troitus, vagina and cervix were normal. The uterus was normal in 
size and. position and there was a hard, tender, fixed mass in the 
pouch of Douglas. 

In view of the history of sterility with increasing dysmenorrhoea, 
a diagnosis of endometrioma of the ovaries was made and the 
patient was operated on a few days later. 

On opening the abdomen, many adhesions were found both to 
the previous scar and also between coils of small intestine to bladder 
and uterus. These were separated. Both Fallopian tubes were 
retort shaped, thickened and densely adherent in the pouch of 
Douglas. The left contained a large amount of thick, yellow pus 
and the right, a small amount. Both ovaries were cystic. 

A double salpingo-dophorectomy was performed. The abdo- 
men was closed without drainage. The pathological report showed 
tuberculous salpingitis. 


During the first ten days after the operation, the patient had a 
considerable rise of temperature and distension of the abdomen; 
both subsided gradually. A small sinus developed at the lower end 
of the scar. The chest was examined and found to be normal. 
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On discharge the patient was well, the sinus healing and there 
was slight thickening in the right fornix. She refused sanatorium 
treatment. She has been seen regularly since and is in good health. 
The scar is almost healed, the uterus is in good position and the 
thickening in the right fornix has nearly disappeared. She has 
undergone successful treatment for discharge from a_ cervical 
erosion. 

This case is typical of a more chronic lesion. The acute con- 
dition following the operation was probably due to a tuberculous 
peritonitis. 

It would have been wiser also to have removed the uterus, as 
in many cases of tuberculous salpingitis this organ is also infected. 


Fortunately, this patient has had no symptoms pointing to such 
an infection. 


4. Mrs. H. B., aged 31. 


Was admitted with a history of right sided abdominal pain 
and menorrhagia of four months duration. Her periods had been 
every 31 days for three days, but for the last four months every 21 
days for 14 to 21 days. There was not any vaginal discharge. 
She had been married 10 months and had not been pregnant. 


On admission the patient looked well and nothing abnormal 
was found in the abdomen. On bimanual examination, the 
introitus and vagina were normal. ‘The cervix pointed forwards. 
The uterus was retroverted but easily repiaceable. A moveable, 
tender mass, the size of an orange, was felt in the right posterio- 
lateral fornix. 

A diagnosis of ovarian cyst was made. Dilatation and curet- 
tage were performed. The curettings appeared normal. The 
abdomen was then opened and a left salpingo-Gophorectomy was 
performed for a dermoid cyst of the left ovary, the size of an orange, 
to which the left Fallopian tube was adherent. 

A few minute tubercles were seen on the Fallopian tubes and 
the appearance of the pelvic organs was thought to be suspicious 


of early tuberculosis. The pathological reports were negative and 
as follows :— 


Curettings show subacute inflammation of the endometrium. 
Cyst of left ovary is a dermoid. 
No evidence of tuberculosis. 


The patient was discharged well. She returned to hospital one 
month later, having a high temperature and menorrhagia begin- 
ning a fortnight after discharge. 
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On admission, she looked ill and was wasted. The whole of the 
right side of the abdomen was tender but not rigid. On bimanual 
examination, the uterus was retroverted and there was a very tender 
mass about the size of an orange in the pouch of Douglas. It was 
decided to keep the patient under observation as the diagnosis was 
uncertain. ; 

After ten days, the temperature was subsiding but the severe 
right-sided pain persisted, so the abdomen was again opened. The 
pelvic organs and intestines were found to be studded with tubercles 
and free fluid and recent adhesions were present. 

The right ovary was enlarged to the size of an orange and 
fixed together with the Fallopian tube in the pouch of Douglas. 
It contained blood stained purulent material. The appendix was 
inflamed and adherent to the uterus. 

A diagnosis of acute tuberculosis was made and the right 
Fallopian tube and ovary, appendix and uterus removed. The 
abdomen was closed and not drained. 

The pathological report showed tuberculosis of the endo- 
metrium, Fallopian tube, ovary and appendix. ‘The lesions in 
the appendix were subperitoneal and tubercle bacilli were present. 

After this operation, the patient’s temperature rose again and 
she developed signs of tuberculosis at the apex of the left lung. An 
examination of the sputum for tubercle bacilli proved negative. 
She was discharged direct by ambulance to a sanatorium, after 
three weeks. The wound was healed and there were not any signs 
of free fluid in the abdomen but there was some tenderness and 
thickening in the pouch of Douglas. 

The prognosis was thought to be grave but the latest reports 
from the sanatorium are hopeful. The patient has now a slight rise 
of temperature only and the abdominal condition is satisfactory. 
There are signs of mild tuberculosis at the left apex, and tubercle 
bacilli have been detected in the sputum but she is putting on 
weight. In view of the severity of the lesions, it is not thought 
that she will improve much further. 

This case is of interest in that the onset was so acute, which is 
a rare occurrence. The ascitic type of tuberculosis of the peri- 
toneum is the most favourable. In the figures quoted by Wunder- 
lich,* in this type, there are 23 per cent cures, in the adhesive 9.8 
per cent and in the caseous, no cures. 

Tuberculosis of the Fallopian tubes accounts for 10 per cent of 
all cases of salpingitis and should be suspected in young patients 
of the child-bearing age, with pelvic lesions and no history of 
of gonorrheea. 
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In early cases of tuberculosis of the female genitalia it is 
advisable first to try the effect of general medical treatment and to 
send the patient to a sanatorium. When the disease has progressed 
so far as to cause gross lesions of the Fallopian tubes and ovaries 
with loss of function, abscess formation and severe pelvic 
symptoms, operation becomes necessary. Treatment at a sana- 
torium should follow convalesence from operation. 


I am indebted to the Director, Dame Louise Mcllroy, for 
permission to publish these cases and also for her help, advice 
and criticism. The methods of treatment employed in the three 
latter cases are not those always used by the Director, who asks 
me to note that, from personal experience, she has frequently found 
that tuberculous lesions in the lung which were not present before 
operation, appeared rapidly afterwards, as a result of operative 
treatment causing an acute “‘flare-up’’ of the disease. 
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Post-Menopausal Hemorrhage.* 


By SrtpNEY BLASHILL Herp, M.D. 


From the Department of Gynecology and Obstetrics, 
University of Liverpool. 


INTRODUCTION. 


An exact diagnosis in the majority of cases presenting 
hemorrhage occurring after the menopause as the leading symptom 
is usually obvious, but in a certain number of cases the absence 
of definite physical signs may render it impossible to give an 
immediate diagnosis, or to indicate the nature and extent of the 
treatment necessary. A further examination under anesthesia, 
possibly with curettage, does certainly help the diagnosis; and this 
investigation has been undertaken in order to assess the possible 
causes of the hemorrhage and, in particular, to estimate the 
number of cases in which malignant disease is present. 


LITERATURE. 


A number of references to this condition have appeared in 
recent literature, but these reveal the fact that certain differences 
of opinion appear to exist, especially with regard to the relative 
frequency of malignant disease and of other causal conditions, 
and also to the best procedures for diagnosis and treatment. 

Dougal’ divides all cases into those with, and those without, 
gross physical signs, and this separation of obvious from obscure 
causes is certainly useful, and will be referred to again. 

Muret’ in 1917 analysed 312 cases of post-menopausal bleeding 
and drew some useful conclusions. He found 25 per cent of cases 
to be malignant, with an equal proportion of cancers of cervix 
and body, and states that in very few of the patients in whom the 
body of the uterus was effected, was any positive sign present 
before curettage. Muret places prolapse (with ulceration due to 
a pessary, or other trauma) very high in his list, namely 19 per 
cent, and also states that polypi and senile endometritis are each 
responsible for eight per cent of cases. 


*Read before the North of England Gynzecological Society at Manchester, 
on January 25th, 1929. 
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In only three patients out of 312 was there failure to discover 
a local cause after careful examination and curettage, and Muret 
stresses the fact that the diagnosis of extrinsic causes tends to 
become less and less frequent as more thorough investigations 
are made. 

A German observer (Schiffmann*) describes four cases of 
primary ovarian cancer which, occurring in patients well past the 
menopause, produced copious bleeding. In two the scrapings 
obtained by curettage showed that the endometrium was senile, 
but in the other two patients, aged 60 and 70 years respectively, 
the endometrium was active in appearance, resembling that found 
before the menopause. 

From a patient aged 60 years a growth of the right ovary was 
removed, and in the other ovary a corpus luteum was found, with 
well-developed lutein cells. The endometrium in this case was 
adenomatous and desquamating, and the author, Lahm,* suggests 
that the growth had in some way revived ovarian function with 
consequent endometrial regeneration. 

In two articles in the British Medical Journal in 1926 and 1927, 
Fletcher Shaw** discusses bleeding after the menopause, and, 
referring to fibromyomata, he maintains the possibility of carci- 
noma or sarcoma of the corpus uteri being also present, and refers 
to the ease with which this might be missed even by curettage. In 
a straightforward case of carcinoma of the corpus uteri, however, 
Shaw states that he always finds exploration with a curette is so 
definite there is no need to wait for a microscopical report. He 
also refers to the frequency of ‘‘senile endometritis,’’ diagnosed 
and cured by the curette, and of adenomatous polypi. 

Among rare causes of bleeding must be mentioned that described 
by Russell Andrews ;’ namely, rupture of a vein in the endometrium 
in a case of fibromyoma uteri, and also a case described by 
Donald’ in 1907, of a diffuse malignant growth of the endometrium, 
which was apparently an endothelioma. 


DEFINITION. 


While a more comprehensive collection of cases would have 
been made by including those of menopausal bleeding, it seemed 
advisable for the sake of simplicity to limit this observation to 
those cases in which a definite interval—namely, six months— 
had elapsed, during which time there was complete absence of 
bleeding. Moreover, only cases of uterine hemorrhage have been 
included, vaginal ulcerations and neoplasms, and lesions of the 
external genitalia being excluded. That the source of the bleeding 
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may be difficult to discover was demonstrated in an elderly patient 
who was referred as a case of uterine hemorrhage. After careful 
examination the hemorrhage proved to be due to urethritis. 


ANALYSIS OF CASES. 


In all, 100 cases conforming with the above standard were 
investigated. The bleeding varied greatly, including all stages 
of severity from blood-stained discharge to ‘‘flooding.’’ The 
pathological conditions found may be classified as follows: 


Carcinoma cervicis - 
Adenoma 
of cervix (polyp or polypi) 
of endometrium - - - 


Carcinoma corporis uteri -  - 
Fibromyoma Se eae ome 
Senile endometritis - - - - - 
Simple ovarian cyst-adenoma- - = - 
Chronic infection or erosion of cervix 
Sarcoma corporis uteri - - - - 
Prolapsus uteri 

Pessary ulceration 

Complete prolapse 


Torsion of pedicle of ovarian cyst 
Primary carcinoma ovarii - 
Secondary carcinoma ovarii - 


100 


In every case, some apparent local cause was found on careful 
examination, and this local condition appeared to be adequate to 
account for the symptoms, without any constitutional or endocrine 
cause being invoked as wholly or partially responsible. Following 
Dougal I shall divide the conditions present into those with gross 
physical signs and those without any definite physical signs. 


In 78 out of the 100 cases there were obvious physical signs 
which made a correct diagnosis possible. In this group are 
included all cases of carcinoma cervicis except one in which the 
growth was intracervical, all cases of cervical polyp, fibromyoma 
and ovarian tumour, and of prolapse, or ulceration due to pessary. 
Care must, however, be observed in the diagnosis of fibromyoma 
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alone in the presence of bleeding, for in two of the cases recorded, 
a mass of fibroids obscured the presence of an adeno-carcinoma of 
the body of the uterus. 


CARCINOMA CERVICIS—44 CASES (44 PER CENT). 


The average age was 55, 11 out of the 44 patients were 60 years 
of age, or over, and 10 had not menstruated for at least 15 years. 
There was nothing distinctive about the bleeding except that in 
a few. cases there was not any preliminary discharge, but a sudden 
brisk hzemorrhage, often after examination or coitus. Pain, 
in the early cases was not marked, but was severe in the 
presence of a pyometra, and in one case of intracervical cancer. 
The apparent operability rate appears to be somewhat higher than 
usual, probably owing to the fact that many of the growths were 
of a chronic, slow-growing type—only three cases were obviously 
inoperable when first seen. 


ADENOMATOUS POLyP, OR POLYPI, IN 16 CASES. 


In four cases the bleeding was severe and caused constitutional 
symptams. Most of the cases did not present any great difficulty 
in diagnosis or treatment, but one patient was thought to have 
an early carcinoma corporis uteri until a curette was used. There 
was usually discharge, but rarely any pain and there is no record 
of the original clinical diagnosis having been altered in view of 
the histological report, operative findings or after history. 


FIBROMYOMA—7 CASES. 


Submucous tumours were present in all the six cases of 
fibromyomata, and in addition, necrobiosis was present in one or 
more tumours in two patients. The hemorrhage was always 
slight in amount and, although no other distinctive symptoms 
were present, the diagnosis was straightforward. The source of 
bleeding, when found, was always in the capsule of a tumour, 
usually in the ulcerated or congested part of a polyp. Ina patient 
aged 50 years who had passed the menopause, carcinoma of both 
ovaries was present, in addition to a polyp in the cervical canal, 
and it is interesting to note that, while the ovarian endometrial 
tissue appeared fresh and active, the true ovarian tissue was 
undergoing senile change, and recent lutein tissue was not 
observed. This appears to demonstrate that once the endometrium 
has taken on neoplastic properties, it can survive for a time, at any 
rate, in the absence of any fresh supply of ovarian secretion. 
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The other cases in which there were definite physical signs, such 
as ulceration due to prolapse, or the wearing of a pessary, and 
simple infection of the cervix, require no comment. 

Hemorrhage due to tumours in the vicinity of the uterus 
appears to be of mechanical origin. This is suggested by the 
following case :— A patient with a history of abdominal pain for 
two weeks commenced to bleed freely, and as there was a tumour 
extending to the level of the umbilicus the abdomen was opened 
and a cystadenoma with partially twisted pedicle was removed. 
The uterus appeared normal and was not removed. There was 
not any further bleeding. Similarly, after removal of a primary 
carcinomatous tumour of the ovary the bleeding at once ceased, 
and there has not been any subsequent bleeding during the past 
twelve months. 

There remain 22 patients in whom an exact diagnosis could not 
be made on the evidence of a routine examination alone, although, 
after further examination, in a few the condition was diagnosed 
without the aid of the curette. In three cases of pyometra there was 
an intermittent discharge of thin blood-stained semipurulent fluid, 
with corresponding pain, and dilatation was performed while 
under the anesthetic with a view to treatment rather than for 
diagnostic purposes. Also, one patient with sarcoma of the uterus 
was observed to pass small pieces of cheesy or fatty material which 
enabled a diagnosis to be made. 

The differential diagnosis between carcinoma and sarcoma of 
the corpus uteri, and pyometra or senile endometritis sometimes 
appears to be impossible on symptoms and gross physical signs 
alone. In any one of the conditions mentioned there may be an 
offensive discharge or its complete absence, slight bleeding or 
flooding, and indefinite attacks of pain, but it must be noted that 
several patients with carcinoma of the corpus uteri complained of 
severe pain of a typical colicky nature in the lower abdomen, and 
this was not present in the other conditions. 

In all cases in which there was any doubt as to the condition of 
the uterus curetting was performed, exploration with the sound 
being practised first, and the diagnosis of malignancy was often 
established by the material brought away without need of micro- 
scopical examination. This permitted the immediate performance 
of an appropriate operation. In no case was the curette subse- 
quently proved to have been at fault in missing a malignant area 
in the uterus, and in no case did the practice of curetting appear 
to lead to the spread of infection or neoplasm from the uterine 
cavity, via the Fallopian tubes, as suggested by Samson. This 
may be due to the fact that canalized dilators are used, 
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In view of the statement that certain lesions of the uterus or 
ovary appeared to be capable of re-exciting ovarian secretion, a 
careful examination of the ovaries in 20 specimens of malignant 
disease and other lesions of uterus and ovary was made. No 
evidence of ovarian activity was found in any specimen except in 
that from a patient of 62 who had an advanced sarcoma of th: 
endometrium. In one ovary there was a recent corpus luteum. 


CONCLUSIONS. 


The conclusions drawn from this investigation support the 
accepted view of the seriousness of post-menstrual hemorrhage, 
for in 61 out of 100 patients the lesion proved to be malignant. 
The majority of cases present no difficulty in diagnosis but in about 
20 per cent the only satisfactory method of excluding malignant 
disease appears to be the careful use of sound and curette. 


Until the ztiology of carcinoma of the body of the uterus has 
been more fully investigated, the palliative treatment of non- 
malignant conditions such as so-called ‘‘senile endometritis” is 
still open to discussion. While curettage appears to effect a 
permanent cure in most cases, any doubt in the microscopical 
diagnosis or any return of bleeding would cause anxiety and might 
justify the performance of hysterectomy, especially if this could 
be carried out by the vaginal route. 


I wish to express my indebtedness to Professor W. Blair Bell 


for his help, and for permission to make use of his private and 
hospital records. 
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Acute and Chronic Inversion of the Uterus.* 


By W. Bair BELL, B.S., M.D. (Lond.), F.R.C.S. (Eng.), 
Hon. F.A.C.S. 


Professor of Obstetrics and Gynecology, University of Liverpool, 


Gynecological and Obstetrical Surgeon,. Royal Infirmary, 
Liverpool. 


THE comparative rarity of all forms of inversion of the: uterus 
induces me to report the following examples and briefly to discuss 
the etiology of this condition. 


Case 1. 


Mme. B de C. Aet. 35. Married for five years. She had had 
two children previously, and there had not been any obstetrical 
difficulty. 

Present history. On August 6th, 1924, a perfectly normal full- 
time pregnancy terminated spontaneously at 7.30 p.m. Ten 
minutes later the doctor in attendance, who had his hand on the 
uterus felt the fundus ‘disappear’. He then discovered that 
inversion had occurred and that the fundus, with the centrally- 
attached placenta, was lying outside the vagina. There was con- 
siderable bleeding. The doctor returned the uterus and placenta 
into the vaginal canal. He then telephoned to me. I was able to 
reach the house within half an hour of the accident. 


I found the patient blanched and the pulse rate rapid. On 
examination one could: not feel the fundus in the abdominal cavity, 
but it was possible easily to feel the ‘ring’ through. the thin 
abdominal wall when the uterus was subsequently pressed up from 
below. The uterus and cervix were completely inverted and the 
placenta was centrally attached to the fundus. The condition of 
the patient-was judged to be sufficiently good to allow of an attempt 
at immediate restoration, so ether was administered by the:‘open’ 
method. The placenta, distributed evenly over the fundus, was 
detached without difficulty from the inverted uterus. It was 
possible—owing to the thinness of the parietes—to force a finger, 


* Read before the North of England Obstetrical and Gynzecological 
Society, 21st March, 1930. 




















DESCRIPTION. 


The necrotic tumour is seen attached to the fundus of the inverted 
uterus; the tubes are drawn into the invagination, and the ovaries and a 
small subserous fibromyoma are on the rim. 1x1. 
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enclosed, of course, in a pouch of abdominal wall into the ‘ring’ 
and to dilate it. The inverted fundus was gradually tucked back 
through the cervix and ring to the normal position. The whole 
organ felt as though it were composed of putty and it seemed as 
though one were remoulding it rather than overcoming muscular 
resistance. An intrauterine douche was then given. The general 
condition of the patient was treated by pituitary extract, ergot and 
submammary saline infusions. 

There was some febrile disturbance during the puerperium, the 
temperature rising to 102°F. on the seventh day; but there was 
never any cause for anxiety, and I was not asked to see the patient 
again until the seventeenth day after delivery. Her condition was 
then good, the uterus was anteflexed and involuting normally. 


The subsequent history of the case is without pathological 
interest. I saw the patient next in November 1927—three years 


later—when she was 35 weeks pregnant. Her doctor subsequently 
attended her in a normal confinement. 


Case Il. 


Miss H. F. Aet. 58. Nulliparous. Menstruation commenced 
when the patient was 16 years of age; the cycle was three or four 
days every 28 days and there was no pain. The menopause super- 
vened at the age of 51. 

Present history. The patient was first seen on May 15th, 1929. 
She stated that six months previously she had had hemorrhage 
from the vagina which had lasted for six weeks. During this time 
the patient observed a small lump at the vaginal orifice, which, 
she said, disappeared when the bleeding ceased. 

Ten days previously the hemorrhage recurred, and again the 
patient had noticed a lump protruding from the vaginal orifice. 
There had also been an offensive discharge. 

On examination a large necrotic tumour was found outside the 
vaginal orifice; this was attached to a long pedicle. 

A diagnosis of necrotic fibromyomatous polyp was made, and 
it was immediately removed with scissors—the tumour being care- 
fully separated from the extremity of the pedicle which was 
returned to the vagina. Owing to the septic state of the tumour 
no further examination was made for a few days. It was then 
found that the pedicle consisted of the inverted senile uterus on the 
apex of which was the scar of the site of attachment of the tumour. 
The inverted uterus did not yield to pressure from below. 

Laparatomy was performed on May 27th, 1929, as it was not 
considered advisable to attempt a conservative operation on a 
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woman of the age of this patient. The uterus was seen to be com- 
pletely inverted, and the Fallopian tubes and ovarian ligaments 
had been drawn into the ‘ring’ on the rim of which was a small 
fibromyoma. (See plate). 

The uterus and appendages were removed, and the patient made 
an uninterrupted recovery. The tumour on section was found to 
be a necrotic fibromyoma. 


ETIOLOGY. 


The etiology of inversion of the uterus has often been discussed, 
and it seems generally agreed that in a large majority of all cases the 
phenomenon is spontaneous. In these circumstances the inversion 
can only be produced by the ‘peristaltic’ action of the uterine mus- 
culature. It is to be noted, also, that in post-partum inversion, 
when definite observation has been made by the reporter of the 
case, the placenta has almost invariably been situated centrally on 
the fundus uteri, and that when the inversion has been produced 
by a polypoid tumour this too has been attached centrally to the 
fundus. 

In 1908 several cases were reported in the British Medical 
Journal in which this position of the placenta was noted, and 
Atthill’ discusses the subject from this point of view- 

In 1911 Thorn,’ who collected 521 cases of postpartum inversion 
from the literature, states that fundal insertion of the placenta is 
the chief factor in the causation of inversion, and he pleads for 
the exact site of attachment being recorded in all cases. 

I think it is important that these facts—the spontaneity of the 
inversion and the fundal attachment of the placenta or tumour— 
should receive more emphasis than they have been accorded, for 
they explain the expulsive nature of the factors leading to the 
phenomenon of inversion, and raise the question of the possibility 
of anticipating the event if we feel the upper segment of the uterus 
rounder and firmer than usual after delivery of the child. 
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BOOK REVIEWS. 


‘Annual Report for 1929 of Radium Treatment wit’: Special Reference to 
Carcinoma of the Cervix and Menorrhagia at University College 
Hospital. By R. S. PincHer, M.B., B.S., M.R.C.P., Harker-Smith 
Registrar. London: John Bale Sons & Danielssons, Ltd. 


In previous years, this report has dealt almost entirely with the Gynzco- 
logical uses of radium, but as the amount of radium has been largely 
augmented, other forms of cancer are now included in larger numbers. 
Cases treated from 1921 have been followed up and form the material on 
which the report is based. 

In the treatment of carcinoma of the cervix, no standard technique has 
been employed until this year, when the Stockholm method has been 
adopted. In the past the metallic screening has consisted of the wall of 
the radium container only in most cases. ; 

From November 1928 to December 1929, 139 cases of cancer, including 
28 cases of carcinoma of the cervix, and 46 non-malignant cases including 
33 cases of menorrhagia were treated. Among the cancer cases, there were 
also single cases of carcinoma of the body of the uterus, the ovary, the 
vagina and endometrioma. The cases of carcinoma of the cervix are 


divided into four stages. The definition of these stages differs in some 
degree from the classification of the Radiological Sub-Commission of the 
League of Nations, inasmuch as it is not complete and Stage IV 
is omitted. The similarity, however, suggests that this classification 
has been adopted. 


All cases treated since 1921 are tabulated and details of importance are 
given. Five year results only are analysed. For comparison with the results 
of treatment. by operation, it is difficult to know whether the zero date 
should be taken as the date when radium treatment was started or as 
the date when the last exposure to radium was made. Within a 
short time of the first exposure, the local signs of carcinoma usually 
disappear, but nevertheless applications of radium may be repeated at 
intervals for years. In this report, case 187 was first treated in May, 1923, 
and last treated in August 1926. This is claimed as a cure for five and 
a half years. This point of view seems to be the more scientific but is 
not universally held. Three cases classified as belonging to stage 1 are 
alive after five years out of seven treated, one case out of 12 in stage 2; 
and no case out of 34 in stage 3. One patient with a post-operative 
recurrence out of three is alive. 

Cases of menorrhagia are tabulated in detail, and are now being followed 
up for five years. The dose required to produce amenorrhoea varies with 
the age of the patient and is higher in cases with fibroids than in those 
without. From 41 to 45 the dose is 1800 to 2000 mg. el. hrs. and over 45 
it is 1500 to 2800 mg. el. hrs. In younger patients, the dose is higher 
but the number of cases treated is not sufficient for conclusions to be drawn. 
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It is to be hoped that in the future, when a definite technique has been 
adopted, the report will be based on the plan advised by the Radiological 
Sub-Commission of the League of Nations. Reports from all large centres, 
which can be compared with one another, will in the future be invaluable 
in assessing the true value of radium in the treatment of cancer. 


Ahi 


“The Work.of Medical Women in India,’’ by MarGarer I. BaLrour, C.B.E., 
M.B., C.M.; and RutH Younc, M.B.E., B.Sc., M.B., Ch.B. Oxford 
University Press. Price 9/-. 

Dr. Balfour and Dr. Young’s book on the work of medical women in 
India cannot fail to make two very marked impressions on its readers. 
In the first place, it shows how vast and how varied are the opportunities 
for women in India, particularly so since considerable sections of the 
community are cut off from medical help from men. The magnitude and 
multiplicity of the problems which complicate the grasping of these oppor- 
tunities are also shown sympathetically, vividly and yet without undue 
stress, in a manner-which enhances the second great impression left by 
the book, which is one of admiration for the courage with which these 
difficulties have been met, or at least attempted. To those of its readers 
ignorant of India, the book must come as an astounding revelation of 
conditions almost incredible and its interest is undoubted and its appeal 
by no means limited to medical women or to those with Indian connexions. 
It is, therefore, unfortunate that the combination of the type used with 
that particular paper should make the actual reading of the book, 
especially by artificial light, a matter of strain, which is not relieved by 
the constant interruption of the matter by footnotes, these latter gd 
sufficiently frequently to produce a real sense of annoyance. 

The way, also, in which the activities of the women pioneers are 
presented and the enumeration of the various hospitals staffed partially 
or entirely by women, does not tend to give a clear picture of the position. 
The difficulty of paying tribute to the magnificent work of the women and 
the desire to avoid omission is no doubt responsible, but the impression 
is blurred by the profusion of dates and appointments. In the same way, 
the absence of summary in the chapter on Women Medical Missionaries 
and in the chapter on Medical Education confuses the issue and it is 
difficult to realize what was accomplished as a whole, in how short atime, 
by so few workers, in spite of problems of distance, of supply, and of 
finance. To some extent this is remedied in the final chapter which very 
briefly gathers up the preceding matter. 

The appendices are interesting for purposes of comparison and also as 
indicating future lines of research. 


G. Hill. 
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The Lancet. 


January 4th, 1930. 
*Treatment of puerperal septicaemia by serum. H. Burt- White. 
The Zondek and Aschheim test for pregnancy. H. Allen and F. Dickens. 
January 11th, 1930. 
*Infectious puerperal fever. A. L. Robinson and G. E. Cuttle. 
Maternal mortality in the Obstetric and Gynecological Unit, Royal Free 
Hospital. L. McIlroy and B. Turner. 
January 1Sth, 1930. 
Treatment of streptococcal septiceemia with streptococcal anti-toxin. 
A. B. Rosher. 
February 8th, 1930. 
*The surgical treatment of carcinoma of the cervix. V. Bontey. 
The teaching of midwifery. «(Editorial). 
February 22nd, 1930. 
Treatment of benign uterine hemorrhage at the menopause. L. Martin- 
dale. (Modern Technique and Treatment Series). 
March, 2oth, 1930. 
Water-soluble active principle isolated from the mammalian testis and 
urine and its relation to cestrin. E. C. Dodds, A. W. Greenwood and 
E. J. Gallimore. 


Treatment of puerperal septicemia by serum. : 
Burt-White treated 27 cases of puerperal septiceemia with concentrated 


scarlet fever anti-toxic serum. Eight cases died, a mortality of 29.6 per 
cent. Although there are many strains of streptococci, their toxins are 
probably the same. The toxin from scarlatinal strains are the most 
poisonous and antigenically the most efficient. Serum was administered 
intramuscularly at first, but later, it was given intravenously. The 
maximum dose was 100 c.c. which was repeated according to the patient’s 
needs. The patient reacted within half-an-hour in nearly all cases. The 
reaction was often very severe. In favourable cases improvement occurred 
in six to twelve hours. Details of cases are given. The author discusses 
the significance of his results and points out possible fallacies. He quotes 
the findings of the Committee set up by the British Congress of Obstetrics 
and Gynecology in 1925. 


Infectious puerperal fever. 

In support of the view that faulty technique and birth injuries are not 
the only factors in the causation of puerperal fever, Robinson and Cuttle 
quote a series of cases which constituted an epidemic. Infection in these 
cases, they claim, was not conveyed to the birth canal by the hands of 
the obstetrician. They stress the importance of masks and sterile gowns 


in hospital and insist on the strictest isolation of infected puerperal 
women, 


The surgical treatment of carcinoma of the cervix. 
In his Hunterian Lecture, Bonney traced the history of the radical 
operation for carcinoma of the cervix, and gave his own figures. Since 
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1907 he has performed the operation 382 times. Of these, 284 were per- 
formed up to the end of 1924. Of these 284, 47 (16.5 per cent) died of the 
operation ; 107 had recurrence before five years; 20 died of other diseases 
or were lost sight of, and 110 were well at the end of five years. His 
operative mortality has fallen from 20 per cent to eight per cent for the 
last 98 cases. In considering the cause of death, attention is drawn to 
the bad. general condition of most of the patients. 55 deaths out of 382 
cases are analysed. The terms “‘septic shock’’ and hemorrhagic shock are 
used and are explained. The fall in the operative mortality rate is the 
result of utilized experience. 

Technique. Anesthetic is spinal anesthetic and open ether ; steriliza- 
tion and packing! of the vagina is important; gauze soaked in violet green 
solution is used and the vagina must be packed tightly under anesthetic ; 
protection of the wound is now carried out by two layers of rubber, the 
first is clipped to the skin and the second is attached to the self-retaining 
retractor; separation of bladder and rectum is by sense of touch. Details 
are given on finding the uterine artery, isolating the ureters, grafting 
the ureter if cut, and dividing the cardinal ligaments. Stress is laid on 
the importance of the sense of touch. Changes have been made from time 
to time in the method of treating the cut vagina. Bonney now removes 
nearly the whole vagina and packs the operation cavity with flavine 
gauze. Glands are removed as a routine. The time taken for the operation 
should be about an hour and a quarter. After operation the patient must 
be treated for shock. Bonney has great faith in intravenous saline given 
immediately after the operation. Details of recurrences are given. Radia- 
tion did not save a single case of recurrence. The author does not consider 
that preliminary radiation is of value; he does not give any prophylactic 
irradiation after operation unless growth is known to have been left. No 
such cases survived. The minimum five years survival rate was 38.7 per 
cent and the maximum (deducting cases lost sight of or died of other 
diseases) 41.6 per cent. The ten year figures are 30.3 and 36 per cent 
respectively. Glands were free from growth in 160, and involved in 124. 
The five year survival rate was, glands involved 23.3 and 24.7 per cent 
respectively. With an operability rate of 63 per cent, the absolute five 
year survival rate is 24.4 and 25.5 per cent respectively. In private, the 
operability rate in 140 cases is So per cent, the five year survival rate is 
48 per cent and the absolute five year survival rate is 37.5 per cent. 
Details of the cases seen privately are given as an indication of the 
operability and to justify the estimated operability rate of 63 per cent. 

Bonney compares the results obtained by radium with those obtained 
by operation. He considers that statistic show that the operable case is 
best treated by operation and the inoperable case by radium. He ends by 
decrying the present tendency for radical operation to be abandoned in 
favour of radium. 


A. Walker 


The British Medical Journal. 


January 4th, 1930. 
Eclampsia treated with spinal anesthesia. R. H. Paramore. 
The cause of natural abortion. T. Hare. (Correspondence). 
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Problem of maternal mortality. A. F. Lee. (Correspondence). 
Revocable sterilization in the female. R. Fawcitt and A. S. Sharman. 
(Correspondence). 
January 11th, 1930. 
A national maternity service. H. Jellett. (Correspondence). 
January 18th, 1930. 
*The use of forceps and Ceesarean section in labour. H. Chapple. 
Normal midwifery in relation to puerperal sepsis. G. H. Alabaster and 
T. Robertson. (Correspondence). 
Revocable sterilization of the female. H. Wright and N. Haire. 
' (Correspondence). 
January 25th, -930. 
*The use of quinine in normal labour. D. A. Mitchell. 
February Ist, 1930. 

*The training in midwifery of medical students and nurses. D. Roy. 

A -fund: for anzesthetics in midwifery. Mrs. Baldwin, Lady Dawson and 
others. (Correspondence). 

February. 8th, 1930. 

*Cutaneous sensitiveness to scarlatinal toxin in pregnancy and the 
puerperium. H. Burt-White, L. Colebrook, G. Morgan, B. Jervis, and 
G. Harre. 

*The frequeticy of. streptococcus -pyogenes infection in puerperal fever. 
L. Colebrook and R. Hare. 

Quinine in normal labour. S. G. Luker and A. C. Hill. (Correspondence). 

February 15, 1930. 

*Maternal mortality. L. McIlroy. 

*The preventive aspect of obstetrics. G. I. Strachan. 

*Antenatal, natal and post-natal problems. W. L. F. Oxley. 

Training in midwifery. B. Solomons. (Correspondence). 

February 22, 1930. > 

Training in midwifery. W. S. A. Griffith. (Correspondence). 

An ideal obstetrical service. H. E. Collier. (Correspondence). 

Disinfectants in midwifery. J. Gutch. (Correspondence). 

: March, ist, 1930. 

Disinfectants in midwifery. L. P.. Garrod. (Correspondence). 

Rectal examinations during labour. W. M. Penny. (Correspondence). 

Quinine in normal labour. D. D. Ritchie. (Correspondence). 

Anesthetics in midwifery. F. M. Rowland. (Correspondence). 


March 8th, 1930. | 
Anesthetics in midwifery. F. Bodman and J. Hamilton. (Correspon- 
dence). 
March 15th, 1930. ree 
Aneesthetics in midwifery. A. M. Claye and D. C. H. d’Avigdor. 
* (Correspondence). 
March 22nd, 1930. 
*Throat infection as a factor in puerperal fever. "W. W. King. 
Spontaneous inoculation of. melanotic sarcoma from mother to foetus. 
F. Parkes Weber, E: Schwarz and R. Hellenschmied. 
Primary ovarian’ pregnancy. D.H. Davies and T. M. Strang. 
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March 2oth, 1930. 
*Chronic infection of the cervix. J. Young. 
*Cresarean hysterectomy. B. Solomons. 
Hzematometra with hzematosalpinx in one horn of a uterus bicornis 
unicollis. J. E. Calverley and J. W. D. Buttery. 
Aneesthetics in midwifery. R. H. Carter. (Correspondence). 


The use of forceps and C#sarean section in labour. 

The author shows that the danger of Czesarean section is less than is 
popularly supposed. He deals only with the treatment of disproportion. 
He is opposed to induction of premature labour and advises allowing 


labour to progress for a time and then to perform. Caesarean section’ if 
the head does not descend. 


The use of quinine in normal labour, 

Mitchell’s experience was gained from the preliminary quininization 
of 400 cases. From four to five grains were given daily for the last 
three weeks of pregnancy. Quinine in such doses improves the general 
health, makes labour easier and shorter, retraction is uniformly good, and 
there is no increased tendency to premature labour, precipitate labour, 
retained placenta, perineal lacerations or after pains. No contra-indications 
have been found except that a few cases complained of cramp-like 
abdominal pain. 

Quinine is an antiseptic, a stomachic, a tonic and an antipyretic. Its 
pharmocological actions are, therefore, favourable to the patient. Evidence 
is quoted in support of the view that quinine in therapeutic doses does 
not tend to cause abortion. Not only does this pre-natal quininization 


hasten labour, but by increasing retraction it prevents subinvolution and 
puerperal sepsis. 


The training in midwifery of medical students and nurses. 

Roy discusses the réle of the doctor and the midwife in a maternity 
service. They should work in co-operation and not in opposition as is 
frequently the case. He considers that midwives and medical students 
should be trained together and the teaching of each modified in accordance 
with the duties they will have to perform. In order to do this, the 
chief maternity hospitals should have beds allotted to: them in: the Poor 
Law Hospitals so that clinical material would be adequate. These combined 
teaching institutions would requiré reorganisation. A fairly senior man 
would co-ordinate the work and would see that cases were fairly apportioned. 


His post would be a resident one, and in time he might render a visiting 
staff unnecessary. 


Cutaneous sensitiveness to scarlatinal toxin in pregnancy and the puerperium. 

' This paper is based on Dick tests performed on 1,000 pregnant women. 
In 230 the test was positive and in 770 it was negative. In.the positive 
group 16 (6.9 per cent) experienced morbid puerperia, and in 6 (2.6 per 
cent) a pure growth of streptococcus pyogenes was found. In the negative 
group. 38 (4.9 per cent)experienced morbid puerpéria and in two (0.26 per 
cent) a mixed growth with streptococcus pyogenes was found. The numbers 
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of streptococcal infection are too small to draw definite conclusions but 
there seems to be evidence of an increased susceptibility to infection in 
the Dick positive group. No case has been established for active 
immunization of positive cases and it is suggested that Dick testing be 
confined to cases which have complicated labours, the positive cases 
being passively immunized by serum. 


The frequency of streptococcus pyogenes infection in puerperal fever. 

Doubt has recently been thrown on the assumption that streptococcus 
pyogenes is responsible for most of the less severe infections of the puer- 
perium. In 1,626 consecutive cases, 134 were febrile. In these, streptococ- 
cus pyogenes was only present in ten cases. These ten were not all severe 
cases. One died from secondary hemorrhage, one gave rise to anxiety 
chiefly because of her mental condition. This was the only case of 
septicemia. The remaining eight cases were all mild. 


Maternal mortality. 
The preventive aspect of obstetrics. 
Antenatal, natal and post-natal problems. 

These three papers were originally delivered as addresses. They all 
deal with improvements in maternity service of the country: 

After a short discussion on the Aberdeen Report and Jellett’s ‘‘Cause and 
Prevention of Maternal Morbidity,’? Dame Louis McIlroy considers the 
prevention and treatment of the common causes of death associated with 
pregnancy largely based on the technique carried out at the Royal Free 
Hospital. She then criticises the present service and makes suggestions 
similar to those embodied in the British Medical Association scheme. 

Strachan’s paper is a full account of the details of antenatal care: He 
points out the advantages to be obtained by such care. 

Oxley lays stress on the present inefficient training of medical students 
in midwifery. As an illustration of what can be accomplished he quotes 
figures from his hospital, the East End Maternity Hospital. From 1884, 
the average death rate has been 1.35 per 1,000 over some 50,000 cases 
Since the institution of systematic antenatal work, the death has been 
reduced from 1.9 to 0.68 per 1,000. This has been done by a doctor-midwife 
combination such as is envisaged in the British Medical Association scheme. 

He considers in detail certain methods for the prevention and treatment 
of complications. Toxzemias require institutional treatment. This must 
be active and not too prolonged. All cases of ante-partum hemorrhage, 
however slight, require removal to hospital. After a severe haemorrhage 
from placenta preevia, the patient must first be treated for shock before 
intra-uterine manipulations are attempted. The most important treatment 
is sub-cutaneous saline. Cases of central placenta praevia are first treated 
by separating the placenta round the os. After a brisk haemorrhage, the 
bleeding stops. When sufficiently dilated, the placenta is held down with 
the forceps, it is perforated by another pair of forceps and a leg is then 
brought down. He has treated 43 cases, from 1925 to 1928, without a 
maternal death. Foetal deaths numbered 22. During the same period 
54 cases of accidental hemorrhage have been treated, with one maternal 
death and 21 fcetal deaths. The routine treatment consists of rupturing 
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the membranes and the application of a tight binder. A vaginal plug 
is rarely necessary. 

The avoidance of sepsis is largely dependent on ante-natal care. Good 
midwifery rather than elaborate aseptic and antiseptic precautions is the 
most important factor. During the first stage, avoid exhaustion by the 
use of drugs; during the second stage, avoid trauma and repair any 
lacerations ; and after the third stage, see that the uterus is empty. 


Throat infection as a factor in puerperal fever. 

The clinical material in this paper has been drawn from the Jessop 
Hospital, Sheffield, and the Monsall Hospital, Manchester. 

There is no winter prevalence of puerperal infection shown by the 
admission of cases to these hospitals, but there is a marked winter preva- 
lence of infections by hemolytic streptococci. The curve showing 
percentage of cases infected by haemolytic streptococci each month is 
compared with the mortality returns for England and Wales due to 
puerperal sepsis. Both curves show a winter rise and a summer fall. 
While a marked fall in the percentage of streptococcal casés occurs in 
the summer, at the same time a marked rise occurs in B. coli infections. 
The high streptococcal period corresponds with the periods when sore 
throats are common. In 236 cases of sepsis, the causative organism was 
the hemolytic streptococcus in 46.5 per cent of those which had spontaneous 
labour, in 12.5 per cent of failed forceps cases and in five per cent of 
abortions. This shows that want of surgical cleanliness is a small factor 
in the causation of hzemolytic streptococcal infections. After showing that 
evidence is against the endogenous theory of infection, the author gives 
details of the investigations which followed the occurrence of cases of 
sepsis in the two hospitals. He quotes 24 cases, all of which had been in 
contact with attendants shown to be carriers. The use of masks stopped 
one epidemic and prevented a recurrence in another hospital. He concludes 
that the spread of infection by the throat of carriers requires most careful 
consideration. He makes a series of suggestions as to the prophylactic 
measures to be carried out to remove this source of infection. 


Chronic infection of the cervix. 


During recent years there have been three important advances in gyne- 
cology. These are the substitution of palliative for operative treatment in 
acute salpingitis, the recognition of the orthopeedic element in pelvic pain, 
and lastly, the recognition of the importance of chronic cervicitis in the ° 
causation of ill health. A short account is given of the pathology of the 
condition. The most constant symptom is leucorrhcea followed by pelvic 
pain, bladder and menstrual troubles and bad general health, including 
arthritis and cardio-vascular disturbances. The distribution of pain is 
variable and may lead to confusion in diagnosis, but after prolapse, chronic 
cervitis is the commonest cause of pelvic pain. The establishment of the 
relation between pain and chronic cervicitis is made by showing that pain 
is caused by movement of the cervix by the finger. Menstrual excess 
due to chronic cervicitis is better explained by considering that the ovaries 
are affected by sympathetic innervation with the cervix rather than by 
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purely uterine pathology. Cases are quoted to show that chronic cervicitis 
may be the cause of arthritis. 

Chronic cervitis is usually a legacy from child-bearing and the right 
time to diagnose and treat the condition is from four to six weeks after 
delivery. Treatment must be surgical. In the worst cases, pan-hysterec- 
tomy or amputation of the cervix is required, but in most cases good 
results. are obtained by dilatation of the cervix and cauterization. Dilata 
tion must be as full as possible, the broad point of an electric cautery is 
then passed from the internal os to the limit of the excision in about six 
places. The cautery is also used to perforate Nabothian follicles, and is 
plunged deeply into the cervix in several places. Results are given in 
detail. 


Cesarean hysterectomy. 

A full list of indications for the operation suggested by different obstetricians 
is given. These are criticised in detail. The operation is required in 
carcinoma of the cervix and sometimes for fibroids, rupture, and pre-partum 
sepsis. 

A. Walker. 


Medical Journal of Australia. 


: October 5, 1929. 
*Australian Medical Congress, Sydney, 1929: Section of Obstetrics and 


Gynecology. 
October 19, 1929. 
Infant. feeding. H. B. Graham. (Correspondence). 
Compulsory notification of puerperal sepsis. M. C. de Garis. (Corres- 
pondence). 
October 26, 1929. 
*Genito-urinary fistule; with a note on repairing some of them from a 
vesical aspect. G. Craig. 
*The transvesical operation for vesico-vaginal fistula. R. J. Silverton. 


November 2, 1929. 
Notes on puerperal maternal mortality during the puerperium. J. W. 
D. Hooper. 
Congenital duodenal stenosis. A. R. Buchanan. 


November 9, 1929. 
Harly endometriotic invasion of the sigmoid. J. B. Dawson. 
The treatment of endometriomata. (Current Comment). 


November 16, 1929. 

Two interesting abdominal conditions. A. E. Coates and O. Green. 

Twin pregnancy—uterine and tubal. A. A. Hill. _ (Correspondence). 
November 30, 1929. 

Endometriomata. B. Dawson. (Correspondence). 

; December 7, 1929. 
*The excretion of intravenously injected sodium thiosulphate during 
pregnancy : an experimental study in the dog. A. Bolliger. 
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December 14, 1929. 
The use of glycerine in Ceesarean section. (Current Comment). 
Prolapsus uteri.- F. A. Nyulasy. (Correspondence) 


December 21, 1929. 
*The sequele of toxeemia of pregnancy. H. C. E. Donovan. 


*Sequele of the toxzemias of pregnancy from a medical point of view. 
L. H. Hughes. 


*Sequelee of the toxeemia of pregnancy. G. Waddy. 


The’ use of carbon dioxide and oxygen in asphyxia pallida.. W. G. 
Cuseaden. 


A problem in obstetrics. (Leading article). 


December 28, 1929. 
Lead therapy for malignant growths. D. L. Barlow. 
Concerning the source of calcium required by the developing chick embryo. 
W. R. Mankin. 
Congenital diaphragmatic hernia. St. J. W. Dansey. 
Syphilis and pregnancy. (Current Comment). 


Australian Medical Congress, Sydney, 1929: Section of Obstetrics and Gynecology. 

The subjects dealt with at the Congress were :— Obstetrical practice : 
Morbid anatomy of uterine prolapse: Ante-partum haemorrhage: The 
reflexes of labour: The control of labour pains : Gynzecological methods : 
Natal and neo-natal mortality : Stillbirth and neonatal death. 


Genito-urinary fistule ; with a note on repairing some of them from a vesical aspect. 

Craig considers that obstetric trauma used to be the sole cause of 
vesico-vaginal or what is better termed genito-urinary fistulae. Post 
operative fistulee after the radical operation for carcinoma of the uterus 
form the greater number of this series. Some of these are more easily 
approached from the vesical than the vaginal route. The ureters and 
indirectly the kidneys are frequently involved as well as the bladder 
in the. post-operative group of genito-urinary fistulae; when this is the 


case, an accurate survey of the whole urinary tract by a competent observer 
is necessary. 


The transvesical operation for vesico-vaginal fistula. 

Silverton describes in detail a transvesical operation for vesico-vaginal 
fistula. by which he has cured four simple and one very difficult fistulz. 
As fundamental factors leading to the success of the repair operation he 
enumerates the complete excision of the fibrosed edge of the fistula, 
mobilization of the layers implicated, correct apposition of all or some of 
these layers and appropriate after-care designed to prevent breaking down 
in-the line of repair. 

He enters a plea that gynzecological surgeons will ask for the opinion of 
a urologist in large or high vesico-vaginal fistulae and in those implicating 
the cervix or body of the uterus.. It may be that in certain especially diffi- 
cult cases a combined operation, performed by both specialists, will give the 
patient the greatest possible chance of a complete cure at one operation. 
On the other hand, in the case of fistulae lying at such a level in the vagina 
that they are easily accessible, the usual vaginal operation is probably 
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all that is required, except where the fistula is very large, where there 
is a great extent of scar tissue or where there are multiple fistule ; in 
such cases he thinks that the transvesical operation with suprapubic 
after-drainage should lead more certainly to success. 


The excretion of intravenously injected sodium thiosulphate during pregnancy: an 
experimental study in the dog. 

Bolliger sums up his findings in the following conclusions :— 

1. The excretion of injected sodium thiosulphate solutions containing 
0.2 gramme, 0.5 gramme, 1.0 gramme and 2.0 grammes was studied in 
the bitch. The percentage excretion and the constancy of results increase 
with increasing amounts of sodium thiosulphate injected. 

2. The thiosulphate excretion in pregnant but otherwise normal bitches 
was found to be depressed during a period lasting from one to three weeks 
after conception until delivery, the maximum depression being found 
from three weeks to one week before delivery. All the concentrations 
studied showed this depression, but it was usually best observed after 
the injection of one gramme of sodium thiosulphate and was least distinct 
after the injection of 0.2 gramme. 

3. By determining the thiosulphate excretion it is possible to diagnose 
pregnancy in bitches with comparative certainty. 

4. In bitches with diminished thiosulphate excretion due to renal 
insufficiency, pregnancy aggravates the diminution. 

5. If in cases of pregnancy complicated by nephritis or toxeemia, the 
excretion of sodium thiosulphate falls below 20 per cent, abortion occurs, 


The sequela of toxemia of pregnancy. 

Donovan has examined the records of the patients suffering from 
toxemia admitted during 1925 to 1928 to the Women’s Hospital, Sydney. 
This series consists of forty-two patients with eclampsia, who recovered ; 
two hundred and fifty-nine with albuminaria during pregnancy, and 
fourteen with cedema without albuminuria. In this series 25.8 per cent of 
previously parous women had suffered from toxemia at one or more 
previous pregnancies, and kidney symptoms were more persistent after 
eclampsia in multiparee than in primiparee. 

As regards treatment of subsequent pregnancies Donovan asserts that 
once viability is achieved, induction of labour is to be performed as soon 
as any serious indications appear, both to increase the chance of live birth 
and to minimize the damage to the woman’s kidneys. He is also convinced 
that the prognosis is not so invariably good as is sometimes supposed, and 
that some patients are left with damaged kidneys, and that a considerable 
minority has recurrence of toxeemia in subsequent pregnancies. He is 
also convinced that pregnancy should always be postponed for two years 
and then undertaken only after careful examination and with strict super- 
vision of the entire term of gestation. 


Sequele of the toxemias of pregnancy from a medical point of view. 

Hughes asserts that no satisfactory explanation has yet been reached 
as to the zetiology of the toxezemias of pregnancy and a knowledge of their 
after-effects is still indefinite. He adheres to the usual classification of 
these conditions into three groups :— 
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1. Acute toxzeemic form or eclampsia comprising those fulminant 
conditions occurring shortly before the onset of labour, There are headache, 
vomiting, oedema, usually a sharp rise in blood pressure, albuminuria 
and convulsions. 

2. Pre-eclamptic toxeemias including patients who begin to exhibit renal 
symptoms during the latter month or two of pregnancy. The urine, 
previously clear, now contains albumin, oedema appears and may be 
extensive; there is probably a rise in blood pressure. 

3. Patients in whom pregnancy is superimposed on a pre-existing 
nephritis, the sequele being but the signs in an exaggerated form that 
were present beforehand, the prognosis becoming increasingly worse in 
each succeeding pregnancy. The treatment of these conditions calls for 
close co-operation between the obstetrician and the physician. 


Sequele of the toxemia of pregnancy. 


The main ocular complications of the toxzemia of pregnancy are those 
associated with eclampsia, with pre-existing nephritis and with nephritis 
of pregnancy, and are indicated by (i) defective vision and (ii) pathological 
conditions of the fundi oculorum, chiefly concerning the retina and the 
optic nerve. There is also an acutely developing optic atrophy consecutive 
to a large post-partum heemorrhage. All vision is lost at first, but some 
slight recovery in one or both eyes generally follows. 


) i = ad 


Journal of the College of Surgeons of Australia. 


Vol. II, No. 2, November 1929. 

Some observations on chordoma and notochord. H. S. Newland and 
H. H. Woollard. 

The autonomic nervous system, with special reference to the innervation 
of the female pelvic viscera. R. E. Nowland. 

*The treatment of uterine cancer. N.M. Moran. 

*Cancer of the uterus: some facts in its life history and their clinical 
significance. D. A. Welsh. 


The treatment of uterine cancer. 


Moran believes that all gynecologists are in accord in considering 
cancer of the body of the uterus a ‘‘good”’ cancer to operate on and yields 
excellent results, the treatment by radium or deep X-ray radiation being of 
subsidiary importance and palliative in intention. In early cancer of the 
cervix in a mobile uterus without palpable extension to the parametrium, 
we enter an area of debate in which surgeons and radiotherapists hold 
opposing views, and the results obtained by both methods should be 
excellent. The treatment of the cervical cancer which is no longer early 
with invasion of the parametrium and immobilization of the uterus, radio- 
therapy is the method of choice. The contra-indications are adenocarcinoma, 
because this is a refractory type, cases in which imperfect and incompetent 


radium has been undertaken, and cervical cancer associated with adnexal 
inflammation. 


H 
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A doubt as to the ability of radium or deep X-ray therapy to sterilize 
efficiently all the cancer cells has led certain workers to follow up radium 
therapy with panhysterectomy, which should be done about four weeks 
after the radium therapy. If done later, and particularly if a large dose 
with poor infiltration has been used, the operator’s difficulties may be 
enormously increased. Moran considers the use of radium after operation 
to be unsound except as a palliative. The uterus for which the pelvis 
was sprayed with y-rays has been removed and it is impossible to achieve 
an efficient and homogeneous irradiation of the whole pelvis from a small 
truncated vagina. Where there is a local recurrence in the vaginal vault, 
however, radium in tubes may be used to supplement deep X-radiation of 
the whole pelvis. 


Cancer of the uterus: some facts in its life history and their clinical significance. 

An analysis of the life history of an established cancer of the uterus 
reveals three fundamental facts that are characteristic of all cancerous 
growths, though they are not all developed to the same degree in the 
different cancers: (i) growth by cancer cells dividing and multiplying 
to form other cancer cells; (ii) invasion of adjacent tissues by cancer cells 
thus formed, going on to permeation of lymphatics, penetration of blood 
and lymph vessels and various forms of metastasis; and (iii) lateral 
extension of the cancer area by the passage of cancer cell stimulus from 
cancerous to non-cancerous epitlielial cells so that they too become 
cancerous in situ. Welsh pleads for the early and exact diagnosis of 
uterine cancer and states that if ever there was a position in the body 
where early and exact diagnosis of cancer should be possible, it is in the 
uterus, and for this purpose clinical examination, biopsy and histological 
examination are requisite. The histological structure of all the uterine 
cancers is usually so definite that even a small fragment gives sufficient 
data on which to base an exact diagnosis. When the fragments of endo- 
metrium are too small, then a cancer is seldom present, though too much 
reliance must not be placed on that. 


| a 8 


American Journal of Obstetrics and Gynecology. 


September, 1929. 

Some literary doctors of medicine. C. Miller. 

*Mycotic vulvovaginitis. N. Popoff, F Ford, and W. Cadmus. 

*The morphology of normal menstrual blood and its diagnostic value. 
S. Geist. 

Obliteration of the vermiform appendix. C. Hellwig. 

*Case of gravid uterus didelphys resulting in streptococcic peritonitis. 
H. Epstein and S. Goldberg. 

The clinical use of vaginal spreads. M. Mayer. 

Intra-abdominal reefing of the pubocervical fascia (modified Polk) opera- 
tion) for the cure of cystocele. R. Frank. 

Ureterovaginal fistula secondary to a high forceps delivery. R. Watkins. 

The effects of pregnancy on blood circulation in their relation to so-called 
toxemia. J. Beker, 
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A theoretical consideration of the etiology of the toxeemias of pregnancy 
R. Larsen. 

The diagnosis of ectopic gestation. T. Lavell. 

*Maternal mortality in 582 abdominal Caesarean sections. E. Hawks. 

*The use of sodium iso-amylethy] barbiturate (sodium amytal) in obstetrics. 
A. Robbins, J. McCallum, A. Mendenhall and L. Zerfas. 

Caudal anzesthesia in obstetrics. J. Kelso. 

A statistical study of the incidence cf contracted pelves in Chinese women 
and its relation to labour and the size of the newborn. S. Parsons. 

Anemia in pregnancy. J. Moore. 

*On the control of epidemic impetigo neonatorum by means of glycerine. 
E. Kellert. 

Note on the formation of an artificial vagina. S. Rushmore. 

Secondary abdominal pregnancy. T. Mendenhall. 

A new gas control valve for the Rubin test. G. Mombach. 

Selected abstracts—Pregnancy and disease. 


October 1929. 

*The pathologic diagnosis of early cervical and corporeal cancer with 
special reference to the differentiation from pseudomalignant inflam- 
matory lesions. E. Novak. 

*Leucoplakic vulvitis and cancer of the vulva (Etiology, histopathology 
treatment, five-year results). F. J. Taussig. 

A clinical and anatomic description of Naegele pelvis. J. Williams. 

*Important procedures in the conservative treatment of eclampsia. O. 
Schwarz and W. Dieckmann. 

The kidney of pregnancy. J. Hirst. 

*The significance of low arterial pressure in pregnancy. P. Williams. 

Basal metabolism studies in normal pregnant woman with normal and 
pathologic thyroid glands. E. Plass and W. Yoakam, 

Hookworm disease and pregnancy. E. King. 

Trichomonas vaginalis, Donné. C. Davis. 

A preliminary report on temporary Roentgen-ray castration in the treat- 
ment of subacute adnexal inflammation. J. Polak. 

Acute puerperal inversion of the uterus. P. Findley. 

Cancer of the cervix complicating pregnancy. J. McGlinn. 

A study of two hundred autopsies made on syphilitic fetuses. J. McCord. 


November 1929. 

Ovarian hypofunction habitually delayed andj scatity menstruation in 
relation to sterility and lowered fertility. I. C. Rubin. 

*A review of breech deliveries during a five-year period at the Sloane 
Hospital for Women. W. Cardwell and W. Studdiford. 

*The active immunization of pregnant and puerperal women with strepto- 
coccal toxins against streptococcal puerperal fever. A. Lash. 

The present status of Caesarean section with particular reference to its 
employment in eclampsia. F. DuBose. 

Report of an explosion of ethylene gas resulting in the death of a maternity 
patient and her child. R. Peterson. 

Proliferative ovarian tumours. A clinical and pathological study of 435 
cases treated between 1975 and 1928 at the Clinic of the Free Hospital 
for Women. G. Van S. Smith. 
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The etiology and adenomyositis and uterine fibromyoma: an hypothesis. 
G. L. Moench. 

Gonorrheea in the female. L. Burch. 

Amenorrheea during serial roentgen exposures due to intervening preg- 
nancy. L. Goldstein and D. Murphey. 

Collective Review. The interrelationship of the anterior hypophysis and 
the ovaries. C. Fluhmann. 


December 1929. 
*Further observations on the hepatic lesion in eclampsia. W. Diekmann. 
*Further observations upon hydatidiform mole, with the report of a case. 
E. Schumann. 
*Report of a case of ovarian pregnancy. A. Strauss. 
The care of the lactating breast. F. Smith. 
Secondary adenocarcinoma of the ovaries from the jejunum. M. Roblee. 
*Primary carcinoma of the vagina following a Baldwin reconstruction 
operation for congenital absence of the vagina. R. Ritchie. 
Sex of children after single oophorectomy. J. Harger. 
A study of various liver function tests in normal pregnancy. R. Cross. 
*The blood test for ovarian hormone. J. Janney. 
Puerperal inversion of the uterus. Classification for treatment. F. Kellogg, 
Premature separation of the normally implanted placenta. R. Bar- 
tholomew. 
The occurrence of fusiform bacilli and spirochetes associated with a foreign 
body in the vagina. L,. Pilot. 
Report of a case of prolapsed fibroid with partial inversion of the uterus 
complicating the puerperium. F. Gemmill. 
Endometrial cysts of the ovary. C. Mazer and J. Hoffman. 
Simple round ulcers of the vagina. C. Fluhmann. 
The incidence of undulant fever in pregnancy and abortion. E. Cornall. 
Pregnancy complicated by amyotrophic lateral sclerosis. A. Murphy. 
Report of a case of Krukenberg’s tumour. S. Searight. 
A comparison of the results obtained in the induction of labour by means 
of bougie or bag. D. Morton. 
Complete atresia of the cervical canal during pregnancy as a complication 
of cervical hypertrophy. H. Acosta-Simon and V. Poblete. 
Seasonal variation in the weight loss of newborns. H. Bakwin and 
R. Bakwin. 
*Vaginal examination in the third stage of labour as a guide to its 
management. M. Leff. 
Quinine reaction following rectal analgesia. G. Gustafson. 
Selected Abstracts—Pregnancy and Disease. 


Mycotic vulvovaginitis. 


Popoff and his co-workers report a case of infection of the vagina by a 
yeast which they identify as parasaccharomyces of Anderson or the monilia 
psilosis of Ashford. After the failure of various remedies the condition 
rapidly cleared up by the use of alkaline glycerine—sodium borate pessaries. 
They mention a detailed classification based upon the degree of infection. 
They note the interesting point that, though the yeast grew well in amniotic 
fluid, there was no return of the infection after labour, 
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The morphology of normal menstrual blood and its diagnostic value. 

Geist gives a résume of the German-American literature on the subject 
and then describes an investigation of the cetiology of menstrual blood, 
Endometrial fragments were found in 74 per cent of cases up to, but not 
after, the third day. Glands were found in groups. Stroma cells were 
found up to the fourth day and vaginal epithelia on every day. The white 
cells tended to be more numerous in the vaginal blood than in the general 
circulation. On the other hand, the cervical blood had a smaller pro- 
portion of white cells than the circulating blood. 

In contrast with these findings the author studied a corresponding 
number of specimens of non-menstrual vaginal blood. Endometrial frag- 
ments were found only in 10 per cent. The author thinks that even these 
were, in fact, menstrual bleeding. The proportion of white cells was as 
a rule the same as in the blood. 


Case of gravid uterus didelphys resulting in streptococcic peritonitis. 

Epstein and Goldberg found hemolytic streptococcal peritonitis in a 
woman with a double uterus. They think that the malformation must 
have been the cause of the infection. 


Maternal mortality in 582 abdominal Cesarean sections. 

This long and interesting review by Hawks may be summarized as 
follows :— 

In 582 abdominal Czesarean sections done in a single hospital by a 
large number of obstetricians during the past nineteen years there were 22 
deaths. These deaths formed 16 per cent of the total obstetric mortality. 
The average incidence was 1.6 per cent. In sixteen years it rose from 0.2 
per cent to 3.2 per cent. The mortality following Czesarean section 
increased two in ten thousand deliveries. Section has been a factor in 
the reduction of the total mortality. 

Peritonitis was the chief cause of death. It has been eliminated in 
the last three years by the use of the newer types of Ceesarean section. 
The faults have been high incidence and a lack of the proper selection of 
type of Czesarean section in the contaminated cases. In the last few years 
a better choice of operation has kept the mortality down in spite of the 
rise in the incidence of Czesarean section. 

These faults, high incidence and poor selection of type of Ceesarean 
section were piobably more or less common and doubtless largely account 
for the widespread high mortality following Czesarean section. It should 
be shown that Ceesarean section is not the simple safe solution of the 
difficult labour that it is thought to be. Surgeons should equip themselves 
well with obstetric surgery, both of the abdominal and vaginal varieties. 


The use of soitium iso-amylethyl barbiturate (sodium amytal) in obstetrics. 

Robbins and his co-investigators speak well of the intravenous use of 
this drug in the relief of labour pains. There has been no evidence of 
harm to the mother or child and the labour can be made practically 
painless. It has been found useful in eclampsia. The most serious 
objection is the difficulty in controlling the patients, some of whom become 
very restless. 
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Caudal anesthesia in obstetrics. 


Kelso from a study of thirty-four cases finds this method of relieving 
pain in labour is sometimes dangerous and not often successful. 


On the control of epidemic impetigo neonatorum by means of glycerine. 

The author recommends that the infant should be swabbed all over 
with a fifty to sixty per cent solution of glycerine in water. This solution 
is not only curative but prevents the lesions from developing. 


The pathologic diagnosis of early cervical and corporeal cancer with special reference 

to the differentiation from pseudomalignant inflammatory lesions. 

Novak deals with the matter of pathological differentiation in lesions 
of the uterine cervix or body, which clinically are suspicious of cancer, i.e., 
those cases in which biopsy or diagnostic curettage is usually called for. 
While cancer will rarely be found when there is no clinical suspicion what- 
ever of its presence, it is revealed in a not inconsiderable proportion of 
cases which clinically are only suspicious. In an even larger proportion 
such lesions will be found to be benign, so that a patient will be spared 
the misfortune of the unnecessary radical treatment which would be entailed 
by a policy of operating ‘‘on suspicion’? or because of a belief that the 
suspicious lesion is precancerous. Most lesions which are precancerous, 
in the sense of predisposing to cancer, in themselves are easily curable 
by simple conservative measures. In the cervix pseudo-malignant 
pictures are extremely common, especially with chronic inflamma- 
tions and polypi, but, with few exceptions, the microscope will clear 
up the diagnosis and point the way to proper treatment. These 
pseudomalignant lesions are discussed in the paper, more especially as 
they bear upon the diagnosis of cancer. As cases come to the gynecologist 
earlier, there will be an increasing proportion in which the microscope 
will be essential for making, rather than confirming, the diagnosis of 
cancer. In doubtful cases involving the endometrium, representing chiefly 
cases of uterine bleeding in women beyond thirty-five where an obvious 
cause is not present, the microscope is essential in a much larger proportion 
of instances. Follow-up studies have shown the general trustworthiness 
of microscopic diagnosis, which, when made by a competent pathologist, 
is rarely belied by the operative findings or by the subsequent history of 
the patient. 


Leucoplakic vulvitis and cancer of the vulva (Etiology, histopathology, treatment, 
five-year results). 

Taussig finds that the treatment of cancer of the vulva by radiotherapy 
has been very unsuccessful. Burns readily occur and retrogressions are 
few and temporary. Surgery is alone to be considered unless the patient’s 
condition makes this impossible. Simple vulvectomies or superficial or 
one-sided gland dissections meet with a high percentage of recurrences. 
The double-sided Basset technique of gland removal together with vulvec-' 
tomy is a safe operation followed by a high percentage of five-year cures. 
Two cases with gland inetastases are among these cures. The vulvectomy 
must be complete in every leucoplakic case, since a new cancer may arise 
years later from a remaining island of leucoplakic skin. 
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Important procedures in the conservative treatment of eclampsia. 

Schwarz and Dieckmann think that eclampsia is best treated by certain 
definite procedures which by their success or failure permit one to note 
the progress of the case. After delivery or death of the foetus a marked 
blood dilution takes place during which period diuresis occurs. Clinical 
improvement is closely associated with these phenomena. The eclamptic 
patient has an increased tolerance for glucose, probably due to retention 
of chlorides found in pregnancy. The injection of large amounts of intra- 
venous glucose solution will simulate, temporarily at least, the effect 
produced by delivery. The prognosis for the patient with a severe type 
of eclampsia is chiefly favoured by delivery or early foetal death. 


The significance of low arterial pressure in pregnancy. 

Definite hypotension occurs in 5.0 per cent of pregnant women. These 
women often mature late and are relatively infertile. A certain proportion 
cf them have had influenza or have weak cardiac musculature or 
anemia. They are often asthenic and underweight. Treatment is generally 
unsuccessful. These patients are very liable to miscarriages and pre- 
mature labours. They complain greatly of effort-exhaustion, dyspncea, 
headaches and nervous depression. The tendency to toxemia is slight. 
They suffer from prolonged labour characterized by inertia; and operative 
interference is much more frequent than in normal women. They are 
largely unable to nurse their babies, which tend to be smaller than normal. 
The stimulus of pregnancy has no effect in raising the blood pressure. 
Low arterial pressure in such patients may be but an expression of a 
constitutionally inferior type of women who are not fit to bear children. 


A review of breech deliveeries during a five-year peariod at the Sloan Hospital for 

Women. 

In order to decrease the infant mortality Caldwell and Studdiford 
emphasize the necessity of better pre-natal care including external version 
in proper cases, and the thorough study of each individual case, multipara 
as well as primipara, in order to anticipate complications as much as 
possible. Greater use should be made of Czesarean section in elderly 
primiparz and in contracted pelves in which difficulty with the after-coming 
head or cervix has to be considered. A ‘‘hands off’’ policy as long as the 
labour is advancing should be adopted. Constant watchful care through- 
out the labour is necessary to prevent complications or to treat them. 
Sedatives should be used with great caution. In breech extractions, 
sufficient time should be taken under deep anzesthesia to prepare the birth 
canal, to prevent torsion and angulation of the child and to prevent and 
correct impactions gently. The cord can be compressed or even cut 
without great danger to the child. 


The active immunization of pregnant and puerperal women with streptococcal toxins 
against streptococcal puerperal fever. 
in the development of puerperal fever there are many unmeasureable 
factors such as virulence of the bacteria, the local resistance and the 
constitutional immunity of the patient which play varied réles in prevent- 
ing or permitting the disease to occur. However, on the basis of the 
evidence brought forward by this study, Lash concludes that :— 
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1. The use of streptococcal vaccine has some value toward lowering 
the incidence of morbidity and mortality in puerperal fever as determined 
by immunological and clinical evidence offered by German investigators. 

2. The toxic filtrate of hemolytic streptococci from puerperal fever 
has antigenic properties as demonstrated by Lash and Kaplin, and con- 
firmed by Becker, Louros and Scheyer. 

3. The fact that among 1,216 puerperal women there was an incidence 
of 2.8 per cent of puerperal fever and among 1,261 puerperal women 
vaccinated with streptococcol toxins an incidence of only 0.87 per cent 
in the presence of parallel variables would indicate the value of vaccination 
with the toxins as a prophylactic measure against puerperal fever. 

4. There was no evidence of a negative phase after inoculation with 
streptococcal toxins. 

5. The lowest incidence of puerperal fever was in the group in which 
toxins were administered before and after delivery, that is, 0.51 per cent 
(Group 3). This suggests the added advantage of two doses of toxin, 
one being given three to four weeks before and one immediately aiter 
delivery. 

6. The negro women have puerperal fever more frequently than the 
white. This may be explained by the inferior immunological mechanism 
of, and the higher incidence of gonorrhceal infections, in the coloured. 

7. Operative deliveries are more often followed by puerperal fever 
than spontaneous ones. 

Since it is not feasible or necessary to immunize every expectant 
mother, it is suggested that the pregnant negro women and all pregnant 
women with probable operative deliveries or with frequent streptococcal 
infections elsewhere in the body, should receive vaccination with strepto- 
coccal toxins. 


Further observations on the hepatic lesion in eclampsia. 

Dieckmann starts with the assumption that the peripheral necrosis 
of the liver lobules in eclampsia is the result of intra-vascular coagulation 
of the blood in the portal capillaries. He found in previously published 
experiments that the administration of fibrinogen into the general circu- 
lation by mouth gave hepatic lesions similar to those of eclampsia. 

The present report deals with similar experiments upon 43 dogs in 
which raw meat took the place of fibrinogen by the mouth. Rather 
atypical liver lesions were obtained in a number of experiments which 
the author regards as further evidence that the hepatic lesion in eclampsia 
may result from a concentration of substances derived from the intestinal 
tract in the portal vein. 

The observation lends experimental support to the clinical opinion of 
the danger of meat in toxic pregnancy. 


Further observations upon hydatidiform mole, with the report of a case. 

The case presents the following points of interest:—The diagnosis 
was confused because the patient thought she felt movements. Lutein 
cysts of the ovaries developed rapidly after the expulsion of the mole. 
Chorion-epithelioma was found in the fundus uteri one month after the 
mole was expelled. 
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Analysis of eighty-four consecutive Cesarean sections. 

Hurst favours the Munro-Kerr method of performing the low classical 
Czesarean section, because there is less bleeding, it is easy, rapid and 
recovery is as satisfactory as in the Beck technique (longitudinal muscular 
incision). The important question in. regard to the (Kerr) operation is 
whether the scar will withstand subsequent pregnancy and labours as 
well as others. Sufficient time has not yet elapsed for an answer. 


Report of a case of ovarian pregnancy. 
Strauss reports an example of this condition which fulfils the criteria 
laid down by Spiegelberg. 


Primary carcinoma of the vagina following a Baldwin reconstruction operation for 
congenital absence of the vagina. 

Harger reports a case of adenocarcinoma in which the Baldwin 
operation was performed thirteen years previously. It is said to have 
been the first case in which a vagina had been successfully made and 
connected with a functionating uterus so that regular menstruation was 
established. The patient was treated with radium but died. 


The blood test for ovarian hormone. 

Jenney found that in a series of blood tests performed in post-partum 
cases, the cestrus-producing substance disappeared rapidly after delivery 
from the circulating blood. The proportion of positive tests increased 
with the duration of pregnancy until it reached 95 per cent in the tenth 
lunar month. 


Puerperal inversion of the uterus. Classification for treatment.. 

Kellogg discusses inversion of the uterus without reference to cases 
or to the literature. He advocates immediate manual replacement of the 
acute inversions. For subacute and chronic inversion he prefers the 
Spinelli and abdominal replacement operations respectively. 


Vaginal examination in the thir] stage of labour as a guide to its management. 
From an experience of 1,000 cases Left concludes that: The generally 
accepted signs of separation of the placenta are not dependable. The 
only positive way of knowing when the placenta has separated and when 
it is time to express it, is by vaginal examination. The placenta separates 
promptly after the birth of the child. The retroplacental haematoma is not 
a factor in the separation of the placenta, but is the result of the placenta 
staying in the uterus after separation. The cervix frequently closes down 
on the placenta. No attempt at expression should then be made until it 
opens up. Besides the Schultze and Duncan mechanism, the placenta 
presents in various other positions, depending on where it had been 
situated when still attached. Simple expression or Credé manceuvre is 
not effective in a great number of cases. The technique of expression 
must depend on where the placenta is located after separation. The 
repair of the perineum should be done after the placenta is delivered. 
In the series of 1,000 cases studied, the average time of the delivery of 
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the placenta in 1,000 cases was four and three-tenths minutes. Because 
of the prompt expression of the placenta the uterus contracts sooner and 
firmer and bleeding is greatly diminished. 

W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. 1, No. 1, January 1930. 

Some principles of abdominal surgery. D. P. D. Wilkie. 

A method of reducing the incidence of fatal post-operative pulmonary 
embolism: Results of its use in four thousand five hundred surgical 
cases. W. Walters. 

*Radiology as a complete or partial substitute for surgery in the treatment 
of cancer of the female pelvic organs. J. Heyman. 

*The recognition of early cervical cancer. E. Novak. 

Vol. 1, No. 2, February 1930. 

*The sedimentation test in pregnancy and the puerperium; a study of 
five hundred and forty patients. J. B. Bland, I. Goldstein, and A. 
First. 

*The effect of serum from pregnant women on the cestral cycle of the 
guinea pig. A preliminary report upon the possibility of its use in 
a test for pregnancy. G. L. Kelly and L. Florence. 

Post-radiation pregnancy; Report of a case. I. I, Kaplan. 

A general consideration of Caesarean section. C. J. Miller. (Correspon- 
dence). 

Vol. 1, No. 3, March 1930. 

*An inquiry into the basic cause and nature of cervical cancer: the 
pathology of cervicitis (erosion of the cervix) and the relation between 
cervicitis and cervical cancer. K. V. Bailey. 

*The increased tolerance of pregnant rabbits for insulin. G. V. S. Smith 
and G. A. Marks. 

*Pre-conception ovarian irradiation: its influence upon the descendants 
of the albino rat (mus norvegicus). D. P. Murphy. 

The technique of ventrofixation of the uterus. I. Abell. 

Total versus subtotal abdominal hysterectomy. V. C. Counseller. 
(Editorial). 


Radiology as a complete or partial substitute for surgery in the treatment of cancer 
of the female pelvic organs. 

Heyman states his opinion regarding the relationship between surgical 
and radiological treatment in cancer of the female pelvic organs as 
follows :— 

In cases of cancer of the cervix, radiological treatment is the method of 
choice. Operation should be resorted to only if radiological treatment 
has failed. 

Operable cases of carcinoma of the body should be operated upon and 
submitted to post-operative irradiation. 

Regarding the relatively large group of border-line cases in which 
surgical interference, on account of general conditions and _ technical 
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difficulties, is less advisable, one must, in making the choice between 
surgical and radiological treatment, carefully consider the size and shape 
of the uterine cavity. Surgical treatment is to be preferred in cases with a 
large and irregular uterine cavity, whereas radiological treatment is more 
likely to be successful if the cavity is narrow and of regular shape. 

In cases of cancer of the vagina, surgery ought to be entirely replaced 
by radiology. 

In cancer of the ovaries an intimate co-operation between surgical and 
radiological treatment is required. Surgical treatment, aiming at the 
removal of the ovarian tumours, must be tried first. In patients who have 
had the radical operation, operation must be followed by irradiation. Ina 
number of these cases radiological treatment will bring about a consider- 
able improvement and in some it may pave the way for a subsequent 
successful operation. 

In order to be able to substitute entirely or in part radiological for 
surgical treatment to the extent advocated in this paper, it is necessary 
to have at one’s disposal a radiotherapeutic institution which, first of all, 
should be equipped with all technical appliances and instruments for 
thorough comprehensive roentgen therapy and radium therapy. Second, 
there should be in addition a well organized department of social service 
for following up the patients, and finally, the clinic must be under the 
direction of well trained and experienced radiologists with an adequate 
staff. 


The contra-indications he gives to the use of radiation are: 


1. General emaciation and cachexia. When these are present, radiations 
may cause a rapid increase of both and early death. 


2. Anzemia with a red cell count below 3,000,000 and a haemoglobin index 
below 50 per cent. Radiations have a tendency to produce an oligo- 
erythrocythemia and leucopzenia and hence may increase the anzemia to a 
danger point. 


3. Impaired nitrogen metabolism. Radiations as a rule produce a 


rapid increase in the blood nitrogen which may assume dangerous pro- 
portions in the presence of an impaired nitrogen metabolism. 


4. Complications in the urinary and rectal tract. Bullous cedema and 
carcinomatous involvement of the bladder or the rectal mucous membrane, 
fistule, and urinary retention due to obstruction or cancer invasion of 
ureter and kidney, either with or without infection, are made worse by 
radiation irritation and fibrosis. 


5. The frozen fixed pelvis is usually an indication of an existing 
generalized carcinomatosis. 


6. The presence of inflammatory lesions or foul sloughing condition of 
growth or pyometra. Experience has shown that local manipulations may 
aggravate such infectious conditions. 


7. Amenorrhcea and pregnancy. Radiations are detrimental to the 
normal development of the foetus. Some of these conditions may be over- 
come by proper medical treatment, when radiations may be used. 

He stresses the importance of radium treatment beyond the outermost 
demonstrable extension of the growth and emphasizes the helpfulness of 
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mobilization of the bladder and of the rectum in selected cases, in order 
that we may radiate malignancy of the cervix with the utmost efficiency, 
without danger of visceral injury. 

Finally, he urges that we all make use of surgical diathermy; and 
considers it a most valuable adjunct to radium in the treatment of cancer 
of the cervix. 


The recognition of early cervical cancer. 
Novak ‘summarizes his paper thus :— 


1. The diagnosis, even the early diagnosis, of late cervical cancer is 
easy, but it confers little benefit on the patient, for her chances for cure 
are poor. It can usually be made by the simplest kind of pelvic 
examination. 


2. The diagnosis of early cervical cancer is often difficult, but it means 
much to the patient, as it gives her relatively good chance for life. It 
requires experience, a careful pelvic examination in a good light, and, in 
a certain proportion of cases, biopsy and microscopic examination.’ 

3. Biopsy is not necessary if the cervix is of normal appearance; or if 
an area of erosion or eversion is pink, smooth, firm, and non-vascular, 
without areas of either induration or friability. 


4. Biopsy is indicated if there is an indurated area on either cervical 
lip, especially if the overlying surface is granular, vegetative, or ulcerated, 
and very vascular. It is also indicated if, in an erosion or ectropion, there 
is a hardened or raised area, with vascularity, sponginess, or tendency to 
ulceration of the surface. 


5. Biopsy may be performed with a sharp knife or punch, followed by 
searing of the wound edges with the cautery. 

6. The tissue should be excised from the most suspicious area, and the 
sections should be cut in such a inanner as to show the mucous surface. 
It is desirable to cut a number of sections at different levels in the block. 


7. The pathological examination should be made by a competent 
pathologist,preferably by one thoroughly familiar with the special pictures 
encountered in this field. In most cases the diagnosis is easy, in some 
cases difficult, and in a very small residuum it may be impossible. In such 
cases the proper procedure is to wait for a few weeks and then repeat 
the procedure. 


8. The great majority of cervical lesions is obviously benign or obviously 
malignant, so that biopsy and microscopic differentiation need be invoked 
in only a small proportion, probably considerablyj less than five per cent. 


9. If the pars vaginalis is normal in appearance, but the intracervical 
mucosa seems vascular or granular, the curette may reveal definite intra- 
cervical cancer, most often adenocarcinoma, 

10. By a careful weighing of the clinical history, the naked-eye picture 
of the disease, and, where necessary, the microscopic findings, cancer will 
rarely be overlooked, even in its very early stages. 

11. If, as most often is the case, the suspicious lesion is found to be 
benign, it should be eradicated by whatever method is best suited to the 
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individual case. Usually some simple procedure, often of the office type, 
is sufficient. These lesions unquestionably predispose to. cancer, when 
combined with the still unknown factor of individual susceptibility. Their 
eradication is the one important contribution we can make to the direct 
prophylaxis of cervjcal cancer. 


12. From the standpoint of the general profession, the great need is 
a readjustment of the clinical concept of cervical cancer so as to include 
the early pictures as well as, and even more than, the later ones. This is 
a contribution which the public has a right to expect of us, if we are to 
continue our efforts to educate women as to the early warnings of cancer. 


The sedimentation test in pregnancy and the puerperium; a study of five hundred 
and forty patients. 

Bland, Goldstein and First performed the blood sedimentation test 
upon 540 gravid women in different periods of pregnancy and in the puer- 
perium. In 536 patients, sedimentation occurred more rapidly than in 
the normal non-pregnant patient. 

Of the 453 women examined in the sixth month of pregnancy or later, 
75 per cent showed a marked acceleration of sedimentation, equal to either 
a diagonal or vertical curve. 

Of 79 patients with an erythrocyte count of 4,000,000 or more, 24 (30 per 
cent) gave either a diagonal or vertical curve ; whereas, of the 86 patients 
with a severe anzemia (counts below 3,000,000), 79 (g1 per cent) had a 
sedimentation velocity equivalent to either a diagonal or vertical curve. 

Of the 26 patients having a high leucocyte count (15,000 or over), 
24 (92 per cent) showed a very rapid acceleration, whereas 64 per cent of 
the 394 patients having a leucocyte count below 10,000 gave a sedimenta- 
tion rate equivalent to a diagonal or vertical curve. 

The same sedimentation rates as occurred during pregnancy were 
maintained during the first ten days after delivery. 

The sedimentation reaction and the erythrocyte counts returned to the 
normal of non-pregnant woman in practically all the women examined 
within six months after delivery. Of the 100 women examined within 
six months after labour, 92 exhibited a slow sedimentation, with an index 
of six to eight millimetres. 

They therefore draw the following conclusions :— 

1. Sedimentation of the erythrocytes in pregnancy in considerably more 
rapid than in the non-pregnant state. 

2. This acceleration is probably primarily dependent upon the increased 
fibrinogen content of the plasma and, secondarily, on the anemia and 
leucocytosis physiologically present in pregnancy. 


The effect of serum from pregnant women on the estral cycle of the guinea pig. 

This investigation of Kelly and Florence shows that there is a qualitative 
difference between the serums of pregnant and non-pregnant women and 
that this difference can be detected by a method of biological assay that 
may be turned to practical advantage, namely the diagnosis of pregnancy 
in the human. Their paper is a preliminary report and they consider 
that the refinement of the method lies in the future. 
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An inquiry into the basic cause and nature of cervical cancer: the pathology of 
cervicitis (erosion of the cervix) and the relation between cervicitis and cervical 
calicer. 

Bailey describes in detail the pathology of so-called erosion of the 
cervix, based upon the examination of 850 specimens. He asserts that the 
correct nomenclature in the group of cases hitherto known as proliferative 
erosion is peri-oricular cervicitis ; that the ulcerative erosion which he has 
described should be termed ulcerative cervicitis and that infection limited 
to the cervical glands is properly termed glandular cervicitis. 

Broadly speaking, this lesion (erosion) is produced by the effect of the 
inflammatory reaction, locally applied in the region of the external cervical 
os, for varying lengths of time, and the reaction of the involved tissues to 
it. A temporary attack, or one of virulence which is quickly combated 
by the patient’s resistance, results in a temporary primary destructive phase 
(Stage 1), which represents a true erosion of the normal surface, followed 
by epithelial reactive activities progressing to healing (Stages 2, 3, 4, 5). 
An attack of greater virulence or one of which is relatively weakly 
combated by the patient’s powers of resistance results in a prolonged 
battle between the invasive element and the involved tissues. The resistance 
is slow. The virulence of the invader is but slowly overcome. Loss of 
tissue combined with penetration of the irritant is concurrent with organiza- 
tion of the exudates and the attenuation of the causal agent. A state of 
chronicity exists, which is represented by a typical appearance and is 
attended by a typical epithelial reaction, ulceration. This state, that of 
ulceration, represents true erosion of the normal tissue surface, as also 
does the temperary Stage 1 of the proliferative type. These two conditions 
then might truly be spoken of as erosions, if necessary, although the term 
from a scientific point of view remains crude. 


The increased tolerance of pregnant rabbits for insulin. 

Smith and Marks conclude that insulin cannot be related to the produc- 
tion of a toxemia of pregnancy in rabbits under experimental conditions 
and that pregnant rabbits in the latter third of their gestation period have 
a greater tolerance for insulin than have non-pregnant rabbits. 


Pre-conception ovarian irradiation: its influence upon the decendants of the albino 
rat (mus norvegicus). 

Murphy is unable to draw any definite conclusions in regard to the 
influence of pre-conception ovarian irradiation upon the health and develop- 
ment of the subsequent offspring of the albino rat. He finds it significant 
that no gross structural abnormalities attributable to maternal ovarian 
irradiation were observed among 493 first and second generation descen- 
dants of a group of animals which received preconception ovarian radium 
irradiation. 


| ae ee 


Archives of Pathology. 


Vol. 8, No. 2, August 1929. 
*Prenatal volvulus of small and large intestine caused by a mesenteric 
cyst. A. M. Sala and I. Nachamie, 
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*Irregularity in the estrual cycle of the white rat following operation on 
the ovaries. D. G. Drips. 


Vol. 8, No. 8, December 1929. 
*The formation of hyaline in the ovaries. M. A. Goldzieher and I, Sher- 
man. 


Prenatal volvulus of small and large intestine caused by a mesenteric cyst. 

Sala and Nachamie record a case of prenatal volvulus of the small and 
large intestine in a full-time coloured female child with an undescended 
large intestine caused by a mesenteric cyst before the fourth month Jf 
intrauterine life, as shown by the presence of an undescended czecum in the 
volvulus. The cyst was microscopically enterogenous and contiguous with 
the overlying intestine. It had a mucosa and a serosa. The inner circular 
layer of the cyst split to encircle the adjacent intestine at the junction of 


the cyst and the intestine, and the inter-longitudinal layer was common 
to both. 


Irregularity in the estrual cycle of the white rat following operation on the ovaries. 
Drips found that the ovaries of the rat can be severely traumatized 
without producing any effect on the estrual rhythm; that the amount of 
ovarian tissue can be considerably reduced; and that the ovaries can be 
surrounded by adhesions so dense that the follicles cannot rupture and 
expel their ova without interfering with the estrual rhythm. In cases 
in which the ovarian tissue is greatly reduced, however, irregulatities of 
the estrual cycle occur, and if the amount of functioning tissue is reduced 
to a minimum complete lack of rhythm is exhibited, consisting of short 
and prolonged periods of cornification with varying intervals between 
strikingly similar to the complete irregularity of the menstrual cycle in 
women following operations on the ovaries. The pathological changes in 
the ovaries following these operative procedures indicate that a sufficient 
amount of healthy ovarian tissue is a factor in the maintenance of the 
normal estrual rhythm. It seems that estrum can occur without the 
presence of follicles in the remaining ovarian tissue, but in no instance 
did the cycle continue in the absence of both follicles and corpora lutea. 


The formation of hyaline in the ovaries. 


Goldzieher and Sherman studied hyalization in sixty ovaries. They 
describe five types of hyaline bodies derived from lutein bodies, atretic 
follicles, lipoidal cells of the ovahian stroma, ordinary stroma cells and 
blood vessels respectively. The histogenesis of a hyaline body can be dis- 
tinguished only in the early stage of its formation. Combination forms 
are common. The clinical significance of ovarian hyalinization requires, 
they consider, further comparative studies. 


F.E.T 


La Gynécologie. 


September 1929. 
*Indications for and technique of temporary sterilization by surgical means 
in women. Serdukoff, 
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October 1929. 
*Study of the causes of the onset of labour. J. Fontes. 
*Dystocia due to feecal concretion. Aburel. 


November 1929. 
*Temporary sterilization in women. Reeb. 
Abscess of the cave of Retzius in a woman. Chatillon. 


December 1929. 
*Pruritus vulvee. H. Pouey. 


January 1930. 
*Maturation of the unstriped muscle fibres of the human uterus during 
pregnancy. H. Keiffer. 
Pelvic or pelvi-abdominal hypertrophic cellulitis resembling a neoplasm. 
P. Petit-Dutaillis. 


Indications for and technique of temporary sterilization by surgical means in women. 

Serdukoff reviews the various methods employed as means of concep- 
tion control in women and points out that only in 1880 was any surgical 
intervention undertaken when Lungren practiced ligature of the Fallopian 
tubes. 

In Russia since 1922, when induced abortion became legalized, the 
indications for sterilization have been greatly extended. One associate of 
the writers, Mme. Gorges Gavrilenko, investigated 4,526 cases of induced 
abortion and found that in 45 per cent of these there was a wish not to 
have any children apart from any economic reason, the remainder ex- 
plained their avoidance of childbirth on the grounds of the instability ot 
family life or their wish to undertake social work for which a child would 
be an obstacle. 

At the present time the deliveries in Moscow of women aged 16-30 
years are from 82 to 83 per cent of those delivered before the Revolution. 
In 40 per cent of patients delivered of their first child the women are not 
primiparous because they have previously undergone induced abortions. 

The change in outlook towards childbirth is reflected in the age of 
childbearing women in Soviet Russia. 

Parsamoff has noted in 75 cases of sterilization in three years in -his 
clinic in patients aged from 24 to 34 years that the operation was under- 
taken on medical grounds in 37 per cent, for avoidance of children in 25 
per cent, on account of an already numerous family in 18 per cent, because 
of illness of the husband in five per cent, and for economic reasons in 15 
per cent. 

The writer in a previous article in Gynécologie et Obstétrique, (1928, 
Vol. 17), reported the dangers of infection following induced abortion. 

He reviews the medical grounds upon which sterilization may be 
undertaken as agreed to at a congress held in 1928 (Eighth Congress of 
Russian Gynecologists and Obstetricians) in the absence of which it 
should not be undertaken. 

He shortly reviews other methods such as X-ray therapy or electro- 
coagulation of the uterine orifices of the Fallopian tubes, or biological 
methcds by treatment with corpus luteum extract, to condemn them. He 
stipulates that temporary sterilization (1) must not induce anatomical or 
functional modifications, (2) must not be harmful to the genital organs or 
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the whole body, (3) the method must be easy, and (4) must allow of a new 
pregnancy. 

The author has practised the following method of temporary  steriliza- 
tion since 1915. The uterus is approached by abdominal or vaginal section. 
The Fallopian tube is ligatured with catgut two cm. from the uterine 
cornu and cut across and the interstitial part of the Fallopian tube is 
liberated. The Fallopian tube is then turned across the fundus of the 
uterus and buried in the muscular tissue of the previous dissection. 


Study of the causes of the onset of labour. 

Fontes reviews the different causes which have been described as 
initiating labour. (1) The theory of uterine distention producing uterine 
contraction. (2) The theory of decidual degeneration, a thrombosis in the 
uterine sinuses has been described as occurring near term and an increase 
of CO, has been thought to occur towards the end of pregnancy. 
(3) Prenant and Sobotta have attributed it to the changes in the corpus 
luteum. (4) Others have attributed it to pituitary secretion. The author 
considers it to be a complex phenomenon. 

The experimental distention with ebonite of an excised uterine horn 
of a guinea pig suspended in Ringer’s solution induced rythmic contrac- 
tions, showing that mechanical distention had some effect. Alteration in 
the composition of maternal blood may have some effect, experimenting 
with two guinea pig uterine cornu placed in separate thermostats, one is 
treated with the defibrinated blood of a woman in the first stage of labour 
and the other with the defibrinated blood of a man, the contractions in the 
first cornu undergo a great increase in amplitude, the others remain 
unchanged or are lessened. This shows that there is an oxytocie substance 
in the maternal blood having its origin in the developing ovum and that 
when its concentration becomes sufficient uterine labour contractions are 
induced. Fontes has not yet carried out any research to establish the 
nature of such substance but in every case he thinks he has demonstrated 
its presence in the blood of a woman in labour. 


Dystocia due to fecal concretion. 

Aburel describes two cases of labour where delivery was impeded by a 
hard feecal mass in the bowel below the foetal head. 

His cases have been associated with regular but insufficient evacuation 
of the bowels in which there has been a want of muscular tone in the intes- 
tinal wall accompanied by a decreased sensibility to distention. The 
author has seen cases of what he terms ‘‘Fecalome’’ both in the rectum 
and in the sigmoid colon. In the first case the condition must give 
rise to dystocia and also in the second if the distended bowel is pushed 
down in front of the advancing head. Diagnosis during pregnancy can 
be made by digital examination with or without anesthesia and in the 
case of a mass in the sigmoid flexure with the help of an X-ray examina- 
tion. 

Treatment should include large doses of paraffin by the mouth, rectal 
olive oil injections, and when these means are ineffective, morcellement 
and removal piecemeal of the obstruction mass under a general anesthetic 
must be undertaken. When the condition owing to complete intestinal 
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obstruction has been followed by perforation or volvulus, laparotomy 
and treatment on general surgical lines is called for. 


Temporary sterilization in women. 

Reeb enumerates the indications for temporary sterilization, such as 
pulmonary tuberculosis which is capable of recovery, and describes the 
different methods commonly employed such as (1) physical, radium and 
X-rays; (2) operation; and (3) biological, which so far has only reached 
the experimental stage in animals (rats, rabbits, and guinea pigs). 

He considers that with our present knowledge the most satisfactory 
method is the operative, either by division of the Fallopian tube at the 
isthmus and burying the stump or enveloping of the ovary with the 
broad ligament. 


Pruritus vulve. 

Pouey reviews 350 cases he has seen in his consulting room in 30 
years. He points out that his hospital patients have given him little 
opportunity for prolonged observation. 

He observes that the part affected with pruritus vulve is the skin 
covering the erectile tissue of the external genital organs. Physiologically 
it is easy to see the points of resemblance between a pruritic crisis and 
a sexual orgasm, in many women the two tend to occur during the same 
part of the menstrual cycle. Pruritus vulve is not induced by causes of 
generalised pruritus. The site of pruritus is most frequently the clitoris 
and from there extends to the surrounding parts, the vestibule, labia, 
perineum, genito-crural folds, vagina and anal region. The duration of 
the crisis is usually three to five minutes, in a few cases it lasts longer 
even the whole night. 


Muturation of the unstriped muscle fibres of the human uterus during pregnancy. 
At the onset of pregnancy the human uterus is composed of unstriped 
muscle fibres and connective tissue of the adult type. Early in pregnancy 
fibroblasts appear which arise from the connective tissue and blood and 
which develop with the pregnancy. Later the young cell fibres are 
transformed into glycogen-containing cells in all stages of distention and 
cytolysis. The human uterus shows at one and the same time an extreme 
maturation of old fibres, a considerable development of new fibres, and 
a marked destruction of old and new fibres. There is a constant reconstruc- 
tion and elimination of old cellular elements for the dynamic act of 
delivery. There is constant conservation of energy and release of energy 
in the form of glycogen by cytolysis of its mass. The consequence of 
this conclusion is that a woman at any age who becomes pregnant does 
not go into labour with a uterus which has before been pregnant but with 
a rejuvenated and entirely regenerated uterus. 
R. H. B. Adamson. 


Gynécologie et Obstétrique 


Vol. xx, No. 6, December 19209. 
*On the interpretation of the so-called ‘“‘precancerous’’ state of the cervix 
uteri, Keller and Vyner 
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*Study of the microbic flora of epitheliomata of the cervix and its 
importance in radiotherapy. Vincent and Monod. 

A rare case of late reaction to radiotherapy. P. Rulle. 

A clinical and pathological study of uterine fibromyomata. Moroswa 
and Sawdiewa. 

On the question of homoplastic ovarian grafts. (. Gambarow. 

Persistent headache of pituitary origin during pregnancy. D. M. 
Olascoaga. 


Vol. xx, No. 1, January 1930. 


*Sarcoma of the uterus and X-ray therapy. A. Béclére. 

*Anatomico-pathological study of fatal sub-dural intracranial hemorrhages 
of the new-born of non-traumatic origin. Voron und Pigeaud. 

The dermatoses, toxic dermatites and melano-dermatites of pregnancy. 
Selitzky. 

A case of interstitial pregnancy. Hubner and Morel. 


On the interpretation of the so-called ‘‘precancerous’’ state of the cervix uteri. 

The authors define the ‘“‘‘percancerous state’’ thus :—‘‘A precancerous 
state is a modification of the anatomical structure of a tissue, the characters 
of which allow us to foretell the evolution of a malignant degeneration 
in a short time.’’ 

From a study of the literature they come to the following conclusions :— 
1. Microscopical findings alone do not allow a strict definition of pre- 
cancerous states. 2. Many cases of early but limited cancers have been 
taken for precancerous states. 3. On the other hand, healing erosions 
have been taken for precancerous lesions. 4. Clinical signs do not permit 
a diagnosis of precancerous states. They conclude that where there is doubt 
in diagnosis between erosion and an early cancer it is better to do another 
biopsy one or two months later, than to do a hysterectomy for what may 
be a simple erosion. 


Study of the microbic flora of epitheliomata of the cervix and its importance in 
radiotherapy. 

Infections complicating radiotherapy are not due to any particular 
organism. Any of the vaginal flora may become virulent in the course 
of radiotherapy. The haemolytic streptococcus is the organism most fre- 
quently responsible. In spite of recently announced successes by the use 
of polyvalent vaccines, the authors consider that prophylaxis of infective 
complications of radiotherapy remain very difficult. 


Sarcoma of the uterus and X-ray therapy. 

The author recounts a case of his own and discusses the literature of 
the subject. He concludes that radiotherapy should be advised after 
surgical intervention as a prophylactic agent, under the following con- 
ditions. (a) In all inoperable cases. (b) In all cases where operation is 
contra-indicated medically, or refused by the patient. (c) In all cases of 
recurrence. (d) In all cases of metastases whatever their site. 
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Anatomico-pathological study of fatal sub-dural intracranial hemorrhages of the 
new-born of non-traumatic origin. 

The authors state that in 75 per cent of cases these accidents have a 
medical setiology—intoxication, maternal infection and most frequently, 
heredo-syphilis. They consider as non-traumatic (1) cases where the pelvis 
is normal and is traversed spontaneously during labour, or where labour 
has progressed normally but has had to be terminated by the forceps at 
the vulva on account of the iate onset of inertia or on account of foetal 
stress. (2) Cases where the bulk of clinical and anatomico-pathological 
evidence allows one to say that the child shows definite stigmata of 
hereditary disease. Twelve cases were examined. Extra-dural heemor- 
rhages were never seen and are considered to be due to major obstetrical 
trauma. Hemorrhages were frequently seen in the meninges, either alone 
or in conjunction with hemorrhages in the nervous tissue, but the latter 
were never seen apart from the former. Microscopically inflammatory 
lesions were found about the meninges and rarely in the encephalon and 
cerebellum. Tentorial tears were found in five per cent of cases and heemor- 
rhagic lesions of the tentorium were constant. Concomitant visceral 
hemorrhages were present in five cases usually accompanied by signs of 
chronic inflammation. 


A. A. Gemmell. 


Bulletin de la Société d’Obstétrique et de Gynécologié 
de Paris, etc. 


No. 10, December 1929. 
*Infected chorionepithelioma; vaginal hysterectomy; healthy four years 
later. Douay. 
Two cases of functional nervous disease in pregnant women. Suzor. 
Typhoid bacillus puerperal septiceemia. Lorier. 
*Uterus didelphys with double vagina. L. Bownet and C. Béclére. 
Spinal anzesthesia in obstetrics. M. Cheval. 
Some confinements under spinal anzesthesia. Weymeerch and others. 


No. 1, January 1930. ; 
*The method of sterilization by end to end suture of the abdominal ends 
of the Fallopian tubes. N. Kouchtaloff. 
Reflections on some confinements under spinal anzesthesia. Delalande. 
*Cardiopathies and pregnancy. F. Carreras and C. Cortes. 
On the aggravation of ovarian tumours by radiotherapy. J. L. Faure. 
Large uterine fibroid developed after the menopause. Begouin. 
On a case of fibroid developing after the menopause. Guyot, J. Villar 
and Mailhe. 
*The electric bistoury in gynzecological surgery. A. Guillemin. 


*Pyelitis in a toxico-pregnant form and termination of pregnancy. 
A. Fruhinsholz. 


Fibroids and pregnancy. Reeb. 
A case of puerperal tetanus. Cornu. 


No. 2, February 1930. 
*A case of angioma of the placenta. Durante and Lemeland. 
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Abdominal pregnancy at term with living infant. Levant. 


Fistula forming sub-urethral cysts and abscesses, and their bearing on 
pregnancy and labour. Couvelaire and Armand. 


Four cases of rapid evacuation of the uterus under spinal aneesthesia. 
Esparirer. 

Pernicious anaemia at the eighth month of pregnancy, induction ct labour, 
recovery. Voron and Figeaus. 


*The early differential diagnosis of pregnancy by the mouse test. Kreis. 


Infected chorionepithelioma, vaginal hysterectomy, healthy four years later. 

Douay gives details of a case in which diagnostic curettage was performed 
on a patient two months after the termination of a molar pregnancy. Fever 
followed and a week later, vaginal hysterectomy was undertaken. A 
normal convalescence followed. 

The author suggests that diagnostic curettage is not only unnecessary, 
but fraught with danger in cases where the clinical diagnosis of chorion 
epithelioma is almost certain. 


Uterus didelphys with double vagina. 

The authors describe a case of this abnormality who complained of 
sterility. Injection of lipiodol showed that both Fallopian tubes were 
closed. The patient refused operation. The abnormalities and their 
possible treatment are discussed. 


The method of sterilization by end to end suture of the abdominal ends of the 

Fallopian tubes. 

The author resects the fimbriated ends of both Fallopian tubes without 
interfering with the vessels of the mesosalpinx. He brings the ends of 
the Fallopian tubes in front of the uterus and unites them end to end. 
This suture line is covered by picking up a fold of utero-vesical peritoneum 
and attaching it to the uterus. Kouchtaloff has proved that the inter- 
stitial portions of the Fallopian tube remain patent, and the sutured portions 
dilate. He has performed the operation ten times and there have been no 
complications and no pregnancies. 


Cardiopathies and pregnancy. 

The remarks are based on 104 cases and the authors conclude that great 
care is needed in deciding on interruption of the pregnancy with its dangers 
of sepsis, as opposed to conservation of the child’s life, even when it 
prolongs the poor health of the mother. They are frankly conservative and 
reserve interruption of the pregnancy for exceptional cases. 


The electric bistoury in gynecological surgery. 

Guillemin points out the advantages of the electric bistoury. It produces 
heemostasis as it cuts. It blocks the lymphatics. It does not char the 
tissues and allows healing by first intention. He points out several 
conditions in which it is useful. 
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Pyelitis in a toxico-pregnant form and termination of pregnancy. 

Among the infinitely varied clinical forms of pyelitis and apart from 
those common to all pyelites of whatever origin, there are certain forms 
in connexion with pregnancy which are of a characteristic type. 

These particular forms which we call toxico-pregnant show : 

(a) The functional hepato-renal couple, whichis of the first importance 
in the physiology of pregnaucy, easily becoming pathological; renal failure 
tending to initiate the trouble and leading to hepatic failure. 

(b) Later the toxzemia of pregnancy, latent in every pregnant woman, 
tending to become obvious, with its usual manifestations ; whenever there 
is failure of the functional hepato-renal couple. 

The toxico-pregnant forms are at first renal forms with retention of 
urea giving rise to general manifestations of a toxic order, essentially 
cachetic or anzemic, such as are not seen with a normal excretion in 
pregnancy. 

The toxico-pregnant forms are followed by the hepato-renal forms where 
the infective and toxic manifestations are mixed in different proportions 
according to the injury to these two organs. 

The extreme forms of these toxico-pregnant manifestations bring up, 
after failure of medical, serological and urological treatment, the question 
of therapeutic termination of the pregnancy. 

Termination of the pregnancy to be effective must not be done too late, 
and in women with secondary or marked hepatic failure, thought must be 
given to their great susceptibility to obstetric trauma. 


A case of angioma of the placenta. 

The tumour was expelled as an ovoid mass weighing 330 grams, thirty 
minutes after the child. Its point of insertion in the membranes was seen 
at the edge of the placenta. Microscopically it had a covering of chorion 
which sent down processes dividing the interior of the tumour ‘into lobules. 
At some points outlines of villi with their central vessels could be recog- 
nized, but without epithelial covering. In other places the whole villous 
structure had disappeared, giving place to capillaries tightly packed 
together 


The early or differential diagnosis of pregnancy by the mouse test. 

Kreis confirms the value of the Zondek-Aschheim reaction. He publishes 
thirteen cases, nine correct positives and one doubtful (for which only 
one mouse was available). 

A. A. Gemmell. 


Bruxelles Médical. 


March 16th, 1930. 
*Abdominal pregnancy at term. Wittamer. 
March 23rd, 1930. 
*A case of extremely acute hydamnios at the fifth month of pregnancy. 
R. Crousse. 
March 30th, 1930. 
*A case of premature detatchment of a normally situated placenta of 
possibly traumatic origin. Snoeck and Inglebrecht. 
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Abdominal pregnancy at term. 

Wittamer describes the clinical history of a case of abdominal preg- 
nancy. The patient who was aged 38 years was examined in December 
1928 when a diagnosis of myoma and pregnancy was made. Fcetal move- 
ments were felt in January for the first time, her last regular menstrual 
period having begun on June 30th. In August 1921 she had a uterine 
heemorrhage for which she was curetted in mid September. In March 
she entered hospital. At that time she was showing all the signs of ad- 
vanced pregnancy but the presentation was difficult to make out without 
an aneesthetic. Under an anesthetic the presentation was found to be 
transverse, and repeated attempts were made to rectify this by external 
version. After the last unsuccessful attempt at version she suffered from 
severe vomiting of a coffee-ground material and four days later had a 
rigor; the foetal heart sounds could no longer be heard. For the first time 
at this stage was abnormal pregnancy suspected and the diagnosis acted 
upon. At operation the dead foetus was removed and the amniotic sac 
marsupialised. The patient died one and a half hours after operation. 


A case of extremely acute hydramnios at the fifth month of pregnancy. 

Crousse describes a case of extreme hydramnios occurring suddenly 
in the fifth month of pregnancy in a previously healthy woman of 24 
years. The patient had so much pain in the abdomen and lumbar region 
that she had had no sleep for five nights. The abdominal distention was 
enormous and there was oedema of the lower abdominal wall, marked 
cyanosis and dyspnoea. The pulse was 120 per minute and there was 


frequent vomiting. The patient was seen by a general physician who 
considered her condition grave. 


Laparatomy was performed and the uterus examined. A twin preg- 
nancy was found with the upper amniotic sac the subject of hydramnios. 
The upper amniotic sac was punctured and nine litres of fluid were drawn 
off. The abdomen was then closed without any further intervention. Two 
days later the patient. miscarried, the first foetus was macerated and 
weighed 580 grm. and the second living and weighing 730 grm. The 
patient made rapid recovery and left the hospital on the twelfth day. 


A case of a premature detachment of a normally situated placenta of possibly 
traumatic origin. 

Cases of accidental hemorrhage are rare apart from a toxemia of 
pregnancy. Snoeck and Ingelbrecht describe a case in a primipara aged 
18 years at term whose sole symptoms were abdominal pain and extreme 
anemia. After delivery the placenta which had been a normally situated 


one showed signs of premature detatchment with the formation of a retro- 
placental haematoma. 


The patient had never had any abnormality of the urine or other sign 
of toxzemia. 


The baby was born alive and both she and the baby did well. There 


was an indefinite history of physical strain just before the onset of the 
untoward symptoms. 


R. H. B. Adamson. 
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Archiv fir Gynakologie. 


December 23rd, 1929. 

Measurements of lipase in the blood of mother and child. L. Niirnberger. 

The significance of carborhydrate metabolism in the pathogenesis and 
clinical course of eclampsia. O. Bokelmann and H. Dieckmann. 

*The question of Caesarean section. E. Puppel. 

Cantharadin-reaction and the menstrual cycle: the investigation of non- 
specific allergy. E. Hossmann. 

The histology of the human placenta. H. Runge and H. Hartmann. 

*Pathology of adherent placenta and placenta accreta. R. Joachimovits. 

*Intraplacental hematoma. E. Klaften. 

Abortion and its sequelae. G. G. Ter-Gabrielian. 

Obstetric operations and still births. J. J. Végel. 

The present state of knowledge concerning the paths taken by micro- 
organisms in the human subject. H. O. Neumann. 

*The pathology of mesenteric cysts and the question of heterotope bone 
formation. H. O. Kleine. 

The composition of the blood of the child in cases of pregnancy toxicoses. 
H. Eufinger and W. Ostermann. 

Blood vascular and lymph-vascular tumours in the myometrium and in 
uterine myomata. (Telangiectases in the uterine wall, hemangioma 
uteri, telangiectatic and lymphangiectatic myoma). H. O. Neumann. 

The lipase content of the placenta. K. J. Anselmino and F., Hoffmann. 

*Postoperative acidosis. I. Acid-base storage and carbohydrate meta- 
bolism. II. Protein metabolism and genesis of acidosis. III. The 
influence of starvation-acidosis and the significance of postoperative 
acidosis. E. Raab and F. Wittenbeck. 

Ovarian function and lipoid storage. Part III. The division of blood 
cholesterin into free and esterized cholesterin in various functional 
phases of the germinal glands. Also the total fatty acid content of the 


blood in connexion with regular, irregular and absent ovarian function. 
C. Kaufmann and O. Miihlbock. 


Vascular anomalies in the placenta. H. O. Kleine. 

Topography and morphology of nerve-elements in the human uterus. 
M. S. Naiditsch. 

Benignant desmoid tumours of the ovary. J. B. Levit. 

Comparative physiology of labour: radiological and anatomical studies 
in guinea pigs. J. Granzow. 

The mesodermal-asthenic symptom-complex in woman. H. Offergeld. 

*Symphysiotomy. J. Pfannmiiller. 

*Salpingitis isthmica nodosa and adenomyosis tube. 


H. O. Neumann. 
January 27th, 1930. 
*Ten years’ experience of eclampsia and its treatment. W. O. Klein. 
Researches concerning the applicability and increased exactness of X-ray 
measurements of the pelvis done in the seated patient. W. Schaeffer 
and E. Witte. 
Technical points in radiography during pregnancy and the taking of 


lateral plates of the pelvis according to H. Guthmann’s method. E. 
Terruhn. 
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The urea content of the placenta. E. Wehefritz and E. Gierhake. 

*Ergot and puerperal gangrene. T. Antoine. 

The hydrogen ion concentration of the blood during normal and patho- 
logical pregnancy. P. Wirz. 

The causes of periodicity of the cycle. H. Siegmund. 

The cestral cycle of the white mouse after X-ray sterilization together 
with general considerations connected especially with the cestral cycle. 
C.; Geller, 

The excretion of protein and lipoid by the kidney during normal and 
toxic pregnancy. M. Eufinger. 

*Asphyxia and the fate of those asphyxiated at birth. S. Liebmann. 

*Musculospiral palsy in the new-born. P. Langen. 

Anomalies of the power part of the vertebral column and their patho- 
logical significance. H. Martius. 

Chemical peculiarities of the contents of cystic formations in the female 
genital system. I. G. Schalyt. 

*The etiology of spontaneous rupture of the uterus. W. Lissowetzky. 

A characteristic of the composition of the blood in puerperal diseases, 
as shown by counts. A. Schepitinsky. 

The Influence of the erythrocyte count on the sedimentation reaction. 
I Vogel. 

Dermatitis exfoliativa neonatorum. I. Rasehkes. 


March, 6th, 1930. 

The behaviour of the blood-ammonia during pregnancy, its soufce of 

origin, and the part it plays in the regulation of neutrality, A. Bock. 

Resistance to bile salts of erythrocytes during pregnancy. H. H. 

Eufinger and L. Focsaneanu. 
*A birth mechanism without foetal vertebral pressure. W. Liittge. 

The ‘‘metabolic picture” in puerperal sepsis. N. Louros and E. Gaessler. 
*Statistics from 1915 to 1928 concerning Ceesarean section. E. v. Ammon. 
*The intracranial pressure in the foetus and its alteration during forceps 

application. E. Gurewitsch and J. Vogel. 

A simple serum reaction for detection of pregnancy (preliminary note). 

E. Manoiloff. 
*Determination of onset of labour (experimental studies in animals). H. 
Rossenbeck. 

Physiology of the corpus luteum. Part II. H. Knaus. 

The oxidation-quotient during menstruation. H. Lewin. 

The carcinoma problem. Part IV: the cholesterin figure. G. Guthmann. 
*Formation of an artificial vagina from the pelvic colon. B. Frankenberg. 

Sarcoma of the greater omentum. A. Mandelstamm. 


The question of Cxsarean section. 


A concise summary of 123 Czesarean sections done from 1919 to 1928 at 
the writer’s clinic at Mayence. The corrected maternal and foetal mort- 
alities were respectively 2.4 and 4.0 per cent. Wound abscesses of the 
abdominal wall were ten times more frequent in cases in which operation 
was done after rupture of the membranes. The post-operative course was 
not adversely affected by vaginal examinations done in the clinic only. 
The indications were pelvic contraction (usually flat rachitic pelvis) in 
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84, eclampsia and pre-eclampsia in 17, rupture of the uterus in three, 
placenta previa in 13, other causes in nine. Symphysiotomy has been 
done much less frequently in recent years: during the same period 73 
cases had maternal and foetal mortalities or 4.3 and y.6 per cent respect- 
ively. Symphysiotomy in 28 primipare gave 36 per cent of spontaneous 
deliveries and 36 per cent of maternal injuries; in 45 multiparce 33 per 
cent of spontaneous deliveries and 24 per cent of maternal injuries. 
Cesarean section is held in good repute in treatment of eclampsia and 
was done in 14 of 125 cases, with one death. Czesarean sections done for 
placenta praevia nunibered 12, with no maternal mortality. 


Pathology of adherent placenta and placenta accreta. 

From histological studies of normal and adherent placente and of 
placentz accretze the following conclusions are drawn. In the normal 
third stage uterine contractions cause folds to be raised which consist of 
basal trophoblast and form the basis of the placental septee : similar folds 
are sometimnes produced during the last months of pregnancy as a conse- 
quence of uterine contraction. In cases of adherent placenta this effect 
of uterine contractions is much more marked than in normal conditions : 
there are high folds of the compact and spongy decidua, which may contain 
in addition ingrowths of muscular tissue. The abnormality is due to 
(1) deficiency ot the spongiosa in glandular or vascular tissue (2) muscular 
infiltration into the glandular septa (3) unusually strong muscular con- 
tractions, which may be due to unknown causes or to massage of the uterus 
during the third stage. In the first two groups placental solution is rarely 
spontaneous and the cleavage takes place in the muscular plane or at the 
summit of the basal ectoderm—a frequent cause of late post-partum 
hemorrhage. A full histological description is given of placenta accreta, 
in which the decidua compacta is partially or completely absent. 


Intraplacental hematoma. 


After a slip on the ice a healthy 3-para felt foetal movements cease and 
was delivered spontaneously within a few hours of a dead premature infant 
weighing 550 grms. The placenta contained, midway between the fcetal 
and maternal surfaces, a circumscribed hematoma (eight by seven by four 
cm.); the foetal death is ascribed less to disorganization of this large 
portion of the placenta than to pressure by the haematoma on the umbilical 
vessels, which were inserted in the immediate neighbourhood. Three 
similar cases are mentioned in the literature: in these, however, trauma 


was absent or unimportant and the patients suffered from lues or renal 
disease. 


The pathology of mesenteric cysts and the question of heterotope bone formation. 

A description of a spherical mesenteric cyst, five c.m. in diameter, 
whose wall was chiefly composed of bone containing Haversian systems, 
and which led to mesenteric torsion and thrombosis, intestinal gangrene 
and lethal ileus in a woman aged 52. 


Postoperative Acidosis. 


I. After narcosis during operations the blood pH is usually reduced, 
blood sugar is increased (usually by 100 per cent), the blood acetone is 
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increased, %-oxybutyric acid in the blood is usually increased, and the 
blood uric acid is only slightly increased. The renal power of excretion 
of the acetone bodies is not impaired. Post-operative acidosis cannot be 
explained as due to over ventilation of the lungs, for its signs persist 
for more than 24 or even 48 hours : the over-production of acids is probably 
due to tissue injury, especially in the liver. In a few cases there is a 
post-operative alkalosis, which is explicable by increase of blood ammonia 
from altered protein metabolism. 

II. Additional factors contributing to post-operative acidosis are (1) 
shock, (2) pre-operative psychic influences, (3) diminished excitability of 
the respiratory centre, (4) relative starvation before, during, and after 
operation. 

III. Patients in whom pre-operative starvation has been comparatively 
excessive show comparatively excessive post-operative acidosis and com- 
paratively excessive blood sugar titres : the last named is more dangerous 
than the ketonamia, which can be compensated by increased ammonia 
production. Dextrose infusions and feeding after operation, as an effort 
to combat ketosis, are useless: the liver, not the pancreas, has been 
injured. No treatment is called for as a rule in post-operative acidosis : 
the patient’s economy is in a position to deal with it. There is no parallel 
between the intensity of post-operative acidosis on the one hand and the 
clinical condition shown, or the subjective reports given by the patient 
on the other. Drastic purgation and starvation before operation are to be 
avoided as tending to increase post-operative acidosis and glycemia. The 
syndrome of ‘“‘uncompensated acidosis” (vomiting, intestinal paresis and 
distension, restlessness, etc.), recognized by American writers is incorrectly 
named. 


Symphysiotomy. 


From 1919 to 1928 at the Mainz Hebammenanstalt 73 symphysiotomies 
as compared with 84 Czesarean sections were done for contracted pelvis, 
usually of the flat rachitic type. During this period the frequency of 
the former operation has gradually diminished, and latterly it has been 
renounced altogether in primiparee. The cases include eight patients in 
whom symphysiotomy has been once or more repeated, and show that 
permanent pelvic enlargement is seldom produced. Symphysiotomy before 
rupture of the membranes is not now held to be justifiable. Of 73 symphy- 
siotomies 28 were followed by forceps extraction, 16 by version and ex- 
traction, and one by Cesarean section (a large vulval hematoma had 
been produced). Complications followed in one half of the cases and 
included five vesicovaginal fistula. Deaths numbered three—one due to 
injury to the ureter, phlegmon and purulent peritonitis; one to bleeding 
after injury of the uterus; and one to hemorrhage from a tear of the 
cervix. There were seven foetal deaths. Symphysiotomy is an operation 
which still has its indications, but their recognition is difficult. Sym- 
physiotomy and Czesarean section are not alternative treatments, but their 
respective fields of application overlap. Contraindications to symphysio- 
tomy include primiparity, uterine inertia, high degrees of pelvic con- 
traction (especially general contraction) and rigidity of the soft parts. 





352 Journal of Obstetrics and Gynecology 


Salpingitis isthmica nodosa and adenomyosis tube. 

Salpingitis isthmica nodosa and adenomyosis tube, in the writer’s 
opinion, are not identical. The former condition is inflammatory, although 
microscopical criteria of inflammation are, it is admitted, usually absent. 
The anamnesis will frequently point to antecedent abdominal inflammation, 
not necessarily localized in the genital tract; hydro-salpinx is not seldom 
present; and the adnexa of the other side may show microscopical traces 
of inflammation. Adenomyosis tube is a morbid condition sui generis, 
confined to the age of sexual maturity and caused by (1) extension of 
adenomyosis uteri (2) heteroplasia in Robert Meyer’s sense and (3) im- 
plantation of endometrial fragments. The paper contains descriptions of 
three cases of salpingitis isthmica nodosa in which microscopical signs of 
inflammation were absent and four in which tuberculosis or other inflam- 
mation was detected: illustrations of intratubal folds simulating 
endometrium and of free endometrial fragments within the lumen tube, 
and an account of numerous embryological and anatomical investigations 
of the Fallopian tubes in the foetus and new born are given. 


Ten years’ experience of eclampsia and its treatment. 

An analysis of ten year’s treatment, mostly on conservative lines : 
during the last two years recourse has been had somewhat more frequently 
to rapid delivery by forceps or Caesarean section. Present principles are 
(1) in cases of frank eclampsia with convulsions, immediate delivery by 
forceps or Caesarean section independently of the foetus being alive or dead, 
(2) in cases in which fits seems to be imminent, absolute rest, venesection, 
starvation qua food and for three days almost entirely qua drink, and 
administration of diuretics, especially euphyllin (3) in all degrees of 
pre-eclampsia, continued careful observation and dieting. Births number- 
ing 7263 included 136 cases (1.7. per cent) of ‘‘certain eclampsia”’ (that is 
with blood pressure greater than 140 mm., albumin in greater proportion 
than three pro mille, and an additional sign such as headache, cedema or 
retinitis), of whom 81 had convulsions; and 36 cases of ‘‘probable 
eclampsia.’’ The maternal and foetal mortalities in the whole series were 
3.7 and 32 per cent respectively : in the convulsive cases 7.4 per cent and 
30.0 per cent. 


Ergot and puerperal gangrene. 

Two cases of gangrene of the leg after adininistration of ergot deriva- 
tives during a febrile puperium. The first patient had thrombophlebitis 
of both legs and of the vena cava and renal veins: she died on the 
twelfth day and had received during nine days 0.05 grammes of ergotamin 
(as gynergen). Both legs were gangrenous. In the second patient 
abdominal Czesarean section was done on account of cardiopathy: four 
days after administration of ergotostabil (of unspecified alkaloid content) 
gangrene of the left leg was noted. The patient recovered after amputa- 
tion of a limb showing arterial contraction and thrombosis of the great 
veins. The administration of ergot derivatives is rejected as the cause 
of the gangrene in these two cases : in the former septic thrombophlebitis 
is blamed, and in the latter the origin of thee arterial spasm is regarded 
as obscure. A specified ergot effect is only to be attained by administration 
of the pure alkaloid. The action of ergotamin on the autonomic nervous 
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system is in general to diminish sympathicotonia. An extensive 
bibliography is given. 


Asphyxia and the fate of those asphyxiated at birth. 

Asphyxia neonatorum occurred in 4.9 per cent of 16,000 births, and had 
no greater incidence in premature children: fewer than 40.0 per cent of 
asphyxial infants were of the female sex, and the majority of asphyxial 
births occurred in primiparz. Births had been ended operatively in 37 
per cent of the 806 asphyxial foetuses the total mortality was 25 per cent: 
the mortalities among the spontaneous and operatively born were 19 per 
cent and 34 per cent respectively. In 26 of 115 foetuses coming to autopsy 
large effusions of blood were present in the brain: 10 cases of spontaneous 
delivery are included. Diminution in foetal mortality from asphyxia is 
possibly to be gained by close surveillance of the foetal heart between 
the pains and by intervention, in cases of suffering, at an earlier stage 
than that recommended by Walthard—viz., when the foetal heart rate has 
declined below a hundred a minute during two successive pains. Improve- 
ment to some extent may also be expected to follow more general 
abandonment of routine Schultze artificial respiration : of 60 autopsies of 
infants in whom this method had been used, large intracranial haemorrhages 
were found in 23, and only 4o infants out of 155 subjected to Schultze 
swinging survived. Possibly the use of lobelin (0.2 to 0.5 c.cm.) as a 
stimulant to the respiratory centre may be justified by more extensive 
trial. 


Musculospiral palsy in the new-born. 

Case I. Extra-peritoneal Czesarean section for contracted pelvis in a 
2-para at term: an asphyxial child delivered by forceps which had not 
grasped the arm or shoulder. Typical left musculospiral palsy, with in 
addition atrophy of the muscles concerned and an abrasion one inch in 
diameter overlying a fibrous thickening on the outer side of the left upper 
arm. The paralysis, which two years later had left no signs, is attributed 
to pressure by an amniotic band which had passed round the thorax and 
left arm. Case II. The patient was delivered by version and extraction 
for transverse presentation : to the paralysed arm had been applied a sling 
on which moderate traction had been exercised. The palsy was of brief 
duration. Case III. A rachitic 1-para aged 22 was delivered spontaneously 
of a child weighing 2,8000 grammes. Three or four days later the normally- 
placed hand was noted to become swollen and a fracture of the humerus 
was detected, with much callus formation. On the tenth day there was 


musculospiral palsy which increased in intensity but disappeared in the 
course of six months 


The etiology of spontaneous rupture of the uterus. 
The mechanism of rupture of the uterus in cases of obstructed labour is 
well known : special factors, however, must be concerned in spontaneous 
rupture of the uterus before labour, in high corporeal or fundal ruptures, 
and in ruptures occurring before the membranes have broken. The histo- 
logical abnormalities of the uterus that have been reported in the 
literature are reviewed. Four personal cases of cervico-corporeal tears 
are described : in one rupture was spontaneous and foetal pelvic disposition 
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and proportion were normal, but in the others pelvic contraction, 
osteomalacia and impacted trausverse presentation were respectively 
present. All showed (1) in the blood vessels of the uterine muscle venous 
thrombosis and obstruction in parts, with areas of arterial distension— 
in other zones einpty distended veins and empty contracted arteries, (2) 
cedema and reactive inflammatory processes in the perimysium (3) cloudy 
swelling and vacuolization of the myometrium.’ These appearances were 
noted in cervix, corpus and fundus, near as well as far from the tear. 
It is concluded that the primary cause of the ruptures lay in vascular 
alteration to which morbid tissue changes were secondary : the abnormali- 
ties of foetal-pelvic proportion or of presentation were contributory causes. 


A birth mechanism without foetal vertebral pressure. 

Radiograms are given of forceps delivery of the head and of expulsion 
of the body in occipito-anterior and occipito-posterior vertex delivery, 
and of a breech delivery. It is noted that in forceps delivery (1) rotation of 
the sagittal suture from the transverse to the antero-posterior diameter 
of the vertebral column with lordosis of the head. In breech delivery 
lordosis of the sacral and lumbar precedes that of the thoracic region and 
cervical lordosis is absent. 


Statistics from 1915 to 1928 concerning Cesarean section. 

Numerous statistical reports (1915 to 1928) are collated. The average 
frequency was 1.66 per cent—about 4,200 sections among a quarter of a 
million labours. The classical operation had a total mortality of 5.8 per 
cent and a corrected mortality (after deduction of deaths not attributable 
to the operation) of 2.6 per cent. For extra-peritoneal cervical sections 
the corresponding figures were 5.4 and 3.6 per cent, and for low intra- 
peritoneal sections, 4.1 and 2.14 per cent. Twenty to fifty reporters are 
responsible for these figures. All methods of section considered together 
gave 5.8 per cent total and 2.7 per cent corrected foetal mortality. The 
cause of death was peritonitis, sepsis, or other genital infection in 71, 77 
and 79 per cent of lethal classical operations, extra-peritoneal cervical 
sections and intra-peritoneal cervical sections respectively. ‘‘Clean cases’’ 
(1245) had 2.8 per cent uncorrected mortality, and ‘“‘suspicious’? and 
‘frankly unclean’’ cases 6.1 and g.o per cent respectively. Percentage 
mortality was 2.5 in operations done within ten hours of commencement 
of labour, and 7.0 in others. Czesarean operations numbering 720 had a 
total foetal mortality of 9.3 per cent, or 3.95 per cent after deduction of 
cases in which the foetus was dead before operation or non-viable as 
inferred from a weight of less than two kilograms. Statistical details, 
so far as available, are summarized of immediate post-operative compli- 
cations, of ensuing ventral herniz or rupture of the uterus, and of 
mortality of repeated sections. Of 2,600 sections 36 per cent were 
followed by another pregnancy. The percentage of second, third and 
fourth Caesarean sections in comparison with primary operations, were 
13.0, 2.0 and 0.22 respectively. From this summary of the dangers and 
sequels of Caesarean the conclusion is drawn that endeavours to extend 
the field of application of the operation are inadvisable. 
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The intracrannial pressure in the fcetus and its alteration during forceps application. 

A manometer was connected with the intradural cephalic space in dead 
foetuses which were delivered by forceps through a bony pelvis or the 
phantom. Locking of forceps increased the pressure by 15 to 25 mm, 
of mercury, and up to 70 mm. in irregular applications. The pressure 
did not exceed 35 mm. during traction through a roomy bony pelvis, but 
rose to 1co mm. during extraction by the ordinary or Kjelland’s instrurment 
through the phantom. Increased intracranial pressures were noted with 
sminall pelves, and reached 4oo mm. when the conjugate vera was 7.5 cm. 
Increases above 100 to 150 mm. are likely to induce dangerous blood stasis 
in the brain. Autopsy in 175 foetuses which were stillborn or died shortly 
after delivery showed asphyxia to have caused death in 43 and intra- 
cranial hemorrhage to be present in 61 other cases. 


Determination of onset of labour (experimental studies in animals). 

The importance of factors indigenous to the uterus is stressed by recent 
work concerning the causes determining the onset of labour. The writer 
estimated the Cl, Na, K, Mg and P ionic content of uterine horns of 
rabbits in the absence of and in varying degrees of advancement of 
pregnancy. Potassium concentration increased and calcium concentration 
diminished slightly during the course of pregnancy. 

Alterations of pituitrin-sensibility of the rabbit’s uterus during 
pregnancy have been described by Knaus and others: these are to be 
co-related with altered sensibility to corpus luteum hormone and with 
altered ionic constitution. The theory is advanced that onset of labour may 


be fixed by the attainment of optimal pituitrin-sensibility in correspond- 
ence with alterations in the ionic milieu. 


Formation of an artificial vagina from the pelvic colon. 

A description of seven cases (with four good results) of construction 
of an artificial vagina, after laparotomy, from a piece of sigmoid flexure— 
as also done by Rugge, and by Faiermann (Zbl. Chir., 1929, xxxii). The 
technique is well illustrated, especially as concerns the steps concerning 
the arterial supply to the colon. 


W. E. Crowther. 


Monatsschrift fiir Geburtshilfe und Gyndkologie. 


Vol. Ixxxiii, Nos. 4-5, November, 1929. 

*Can the results for both mother and child be further improved by institu- 
tional treatment? S. Gideon. 

*The bacterial content of the urethra and bladder in cases of sepsis 
following delivery and abortion. E. Quater and C. Paperno. 

*Concerning interstitial pregnancy. L. Kalledey. 

Concerning the question of cervical pregnancy. A case of placenta 
isthmico—cervicalis. B. Kleiner. 

*The cholesterol metabolism in association with induced abortion for social 
reasons? A, A. Kogan, J. A. Lewenson and J. 1. Libin. 

Difficulties in the diagnosis of a pelvic sarcoma. K. Haun, 

Blood pictures in cases with myomata. E. Szabé. 
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A contribution to malignant myomata. H. Doéring. 
*Streptococcal sepsis and the reticulo-endothelial system. H. E. Scheyer. 
Traumatic vaginal cysts. A. Stux. 
*The vindication of ventral fixation. H. Peitmann. 
Vol. 1xxxiii, No. 6, December, 1929. 
*Asceptic midwifery. A. Martin. 
*The application of X-ray photographs in obstetrics. 
*The prevention and treatment of eclampsia. T. Steinforth. 
*Qn labour in a case of ventral hernia. D. Maluschew. 
*A clinical investigation of extra-uterine pregnancy. N. A. Pantschenko. 
*Chondrodystrophia foetalis. S. Liebmann. 
*A child with diffuse nevi. E. Rabin. 
Vol, Ixxxiv, No. 1, January, 1930. 

Hegar as an obstetrician. H. Sellheim. 

Hegar’s work in the spirit of Semmelweis. Tauffer. 

Personal remininscences of Alfred Hegar. A. Martin. 

*The morphology of glycogen storage in vaginal epithelium. H. Gisbertz. 
*Puerperal thrombophlebitis. A. M. Mashbitz. 
*Regional anesthesia in gynecology. K. Heim. 

*The results of tubal inflation in cases of sterility. L. Willbrand. 


Can the results for both mother and child be further improved by institutional treat- 
ment? 

The article is mainly statistical. The author analyses 7,039 deliveries 
in his institution from 1913 to 1927 and shows that there was a total 
maternal mortality of 0.55 per cent and foetal mortality of 4.22 per cent. 
5,421 cases were normally delivered with a maternal mortality of 0.09 per 
cent and foetal mortality of 1.89 per cent. 1,618 are classified as having 
had pathological deliveries. The number under each complication is 
given with the mode of delivery and results to mother and child. There 
were 424 forceps deliveries with a maternal death rate of 0.4 per cent and 
foetal death rate of 3.5 per cent. 69 cases of placenta preevia resulted in 
five mothers and 21 children dying. 31 cases of eclampsia resulted in 
seven mothers and 14 children dying. 438 Cesarean sections were 
performed with a maternal death rate of 2.28 per cent and foetal death 


rate of 3.42 per cent. A table of the causes of the deaths is given for both 
mothers and children, 


The bacterial content of the urethra and bladder in cases of sepsis following delivery 
and abortion. 

The relative frequency of disease of the urinary tract following septic 
abortion and puerperal infections stimulated the authors to investigate the 
condition. The problems investigated were :— 

1. The relationship of the bacterial flora of the urethra and bladder to 
that of the cervix and vagina with a view to ascending infection. 

2. The dependence of the bacteria of the bladder on those of the urethra. 

3. The dependence of the bacterial content of urethra and bladder, i.e. 
heematogenous infection of the urinary apparatus. Sixty cases that showed 
acute infection post-partum were investigated. The methods employed 
are described and tables of results are given. The conclusions are that 
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streptococci and staphylococci cannot pass a normally functioning kidney. 
Ascending infection does occur. The organisms found in the blood are 
not identified with those of the bladder. 


Concerning interstitial pregnancy. 

Kalledey describes the clinical history, treatment and _ histological 
investigations of a three months interstitial pregnancy. With a view to 
elucidating the etiology he investigated the direction of the passage of 
the interstitial portion of the Fallopian tubes in ten uteri. In three 
children’s uteri before puberty, the direction was linear and straight. In 
seven fully developed uteri, two showed Z-like passage of the Fallopian 


tube through the uterus similar to what was found on the normal side in 
the author’s case. 


The cholesterol metabolism in association with induced abortion for social reasons. 
Following removal of the ovaries for malignant disease of the uterus 
etc., the authors came to the conclusion that there was some relationship 
between ovarian function and blood cholesterol content, which rose con- 
siderably if normally functioning ovaries were removed, but did not alter’ 
when the ovaries were taken away after the menopause. On investigating 
the blood cholesterol in 280 cases of pregnancy it was found to be raised 
in the early months of pregnancy especially in primigravide and those 
who showed evidence of toxemias. Following induced abortion the 
cholesterol content dropped considerably by about the fourth day and was 


normal in 14 to 18 days. In ten cases of amenorrhoea the blood cholesterol 
was also considerably raised. 


Streptococcal sepsis and the reticulo-endothelial system. 

Scheyer traces the effect of infections on the reticulo-endothelial system 
in the various organs and finds that there is increased depth of staining 
of the cell nuclei, which commences a few minutes after infection; then 
comes the stage of ‘hypertrophy,’ in which there is swelling of the cells 
and increased phagocytosis. The third stage is described as that of 
hyperplasia of the reticulo-endothelial system. The liver is: given as the 
earliest organ to show any alteration in cases of infection, and the typical 
changes are described. 

Clinically, the cases are arranged as those which react well and survive, 
those which react well at the commencement, but which gradually sink 
and die as a result of the continuous drainage, and finally, the cases which 
are described as ‘‘areactive,’’ with a fundroyant course, and rapid exitus 


owing to a weak defence of the reticulo-endothelial system. Animal experi- 
ments confirm the above types. 


The vindication of ventral fixation. 


Peitmann has performed ventral fixation 1350 times and ligament 
shortening operations in 146 cases. The relative smallnesss of the latter 
number is explained by the fact that most mobile retroflexions were cured 
by conservative measures such as baths, massage, rings and exercises 
during the puerperium. The bad results of ventral fixation are attributed 
to faulty technique. It is important in performing the operation not to 


J 
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interfere with the mobility of the uterus and its power of involution. The 
author recommends that the fixation be carried out three to four cm. below 
the fundus on the anterior surface, two catgut and one silk suture being 
passed through the recti taking in the fascia as well. There were no bad 
results, and in 75 cases observed during pregnancy and labour no compli- 
cations due to fixation occurred. During the menopause also there had 
beea no disturbances. 

























Aseptic midwifery. 

Martin refers to the work on Cesarean section by Doerffler, whom he 
describes as the reformer of obstetrics. Doerffler, in consequence of his 
results, has increased the indications for Caesarean section. Martin, how- 
ever, thinks that not Caesarean sections but asepsis is the ideal, pointing 
out that Doerffler’s plea for more operative deliveries depends upon a strict 
universal adoption of aseptic methods. He thinks that it will take genera- 
tions before antiseptic midwifery entirely disappears, and suggests that 
midwives should not be allowed to make vaginal examinations. Premature 
rupture of the membranes, protraction of the labour and so on should be 
indications for summoning an obstetrician, who should not expect to be 
called only when the indications for immediate delivery have arisen. 


The application of X-ray photographs in obstetrics. 

Fenkner points out that flattening of the pelvis is produced by one or 
a combination of the following three methods :— (1) From above, by the 
promontory growing forward and projecting into the pelvic inlet. (2) 
From behind, by the sacrum, with the spinal column upon it, being pushed 
forward, between the blades of the pelvis, into the cavity, without any 
change of the normal sacro-spinal junction. (3) From below owing to the 
pelvic blades themselves being distorted, the symphysis in these cases 
is raised, although there is a normal relationship between the spine, 
sacrum, and attachments to the pelvic bones. Each of the above types 
is illustrated in detail by radiograms. 

The author describes an X-ray method whereby he is able to measure 
accurately the true conjugate of the pelvis in living patients and points 
out that in many cases in which Czesarean section had been necessary there 
were no signs to attract attention to the flattening of the pelvis. Fenkner 
favours Caesarean section in cases in which at the commencement of labour 
the head has not engaged in primigravide, and in multiparee in whom 
previous labours had been difficult with resultant still birth. He does 
not advocate version or high forceps. 























The prevention and treatment of eclampsia. 

Steinforth classifies the methods of treating eclampsia into :—(1) Con- 
servative (Zweifel). (2) Active (Nunn), and (3) Intermediate (Engelmann). 
In his clinic, between the years 1913 and 1928, 144 cases of eclampsia 
were treated according to Englemann’s system, the mortality being 16.6 per 
cent ; 107 of the patients were primigravidee. In 101 the onset of eclampsia 
was during pregnancy or labour, and in 43 during the puerperium; this 
group showing a death rate of 20.9 per cent. The writer gives detailed 
tables showing the year incidence, mortality figures, fate of the children, 
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and further points out that up to the year 1923, the mortality was only 
10.5 per cent whereas after this it was 16 per cent; this he thinks is due 
to the employment of slightly more radical methods in addition to the 
intermediate system. 151 children were born of whom 36 died; however, 
26 of these were under 2000 grammes in weight and were considered not 
viable, making a corrected mortality figure of only eight per cent. 

The author stresses the importance of prophylaxis, pointing out that 
eclampsia is essentially the result of a diet too rich in proteins and fats, 
and suggests that these should be cut down from the sixth month of 
pregnancy, their place being taken by a vegetarian diet. However, when 
eclampsia is present the author considers diet of no avail, and describes 
in detail what he does for the different types of cases. 


On labour in a case of ventral hernia. 

Maluschew describes the labour of a patient with a ventral hernia 
which resulted in the birth of a monster, pointing out the points of 
difference in his case from those described by other authors, and especially 
quoting the cases of Doleris, Ottow, and Mugebauer. 


A clinical investigation of extra-uterine pregnancy. 


Pantschenko gives detailed clinical statistics of 338 cases of extra-uterine 
pregnancy and concludes :— 


1. That the number of cases of extra-uterine pregnancy is rising yearly 
having increased six-fold in the last 15 pears. 


2. The increase is partly due to the greater frequency of abortion (66 
per cent of the 338 cases gave a history of previous miscarriages). 


. In 40 per cent of the cases pelvic inflammation was found. 
. A very careful history should be taken. 
. All cases should be operated upon as soon as possible. 


. The low mortality (his is given as 1.8 per cent). shows that blood 
transfusion is superfluous. 


Chondrodystrophia feetalis. 

Liebmann defines chrondrodystrophia fcetalis or foetal rickets which is 
developed between the third and sixth month of foetal life and is character- 
ized by irregular growth of the cartilage resulting in early rapid endochon- 
drial ossification. He gives a full history of two cases with complete 
detailed descriptions of the condition of the body macroscopically and 
microscopically, including all the bones and organs. Several radiograms 
and drawings are reproduced. Concluding, the author reviews the 
literature paying especial attention to heredity, dysfunction of the 
hormonopoietic system, and amniotic pressure as causal factors of the 
condition. 


A child with difuse nevi. 

Rabin describes a female child born with multiple nzevi scattered over 
various parts of its body. There were no other abnormalities. A portion 
of one nevus was removed and the microscopical section is described. 
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The morphology of glycogen storage in vaginal epithelium. 

Gisbertz investigated the glycogen content of the vaginal epithelium 
from different situations and at varying periods during the menstrual 
cycle. The conclusions are :—(1) Glycogen is present in the cells of the 
vaginal epithelium; when the content is high it fills the whole cell, and 
is especially aggregated around the nucleus. No glycogen could be found 
in the basal layers. (2) Glycogen very seldom diffuses through the cell 
wall. (3) Glycogen is concentrated in folds of the epithelium. (4) The 
distribution is uniform throughout the vagina. (5) There is no relation- 
ship between the menstrual phases and glycogen content. (6) After the 
menopause glycogen is still present. (7) The depth of epithelium is pro- 
portionate to the glycogen content. 


Puerperal thrombophlebitis. 

As a result of an investigation of the literature and of his own material, 
Mashbitz distinguishes between superficial and deep thrombophlebitis, 
because they differ etiologically, genetically, symptomatically and 
clinically from each other. For thrombosis to occur, there must be: (1) 
slowing of the blood stream; (2) physico-chemical and biological changes 
in the blood; and (3) injury to the vessel wall, all these can be brought 
about by mechanical or chemical means or by bacterial toxins. The author 
reviews the literature and quotes the individuals supporting the various 
theories. Tables are given showing the incidence of thrombosis in the 
various clinics, the day of onset after delivery, the age incidence, nuniber 
of previous pregnancies and weights of the children delivered. In each 
case, it is stated whether superficial or deep thrombosis occurred. Evidence 
of infection in the birth passages, raised temperature, and emboli of a 
septic nature all point to the fact that in most cases, thrombosis is due 
to organisms. With reference to prophylaxis and therapy, the author is of 
opinion that only those methods are of value which suppose that the con- 
dition is a septic one. 


Regional anesthesia in gynecology. 

Heim outlines the history of local anesthesia from the first injection 
given by Wood in 1853 until the present day. A very complete review 
is given of those employing various forms of regional anzsthesia with 
their mortality figures. The conclusions are that lumbar anzesthesia for 
abdominal and parasacral for vaginal cperations will always remain the 
rivals of general anesthesia. The methods of carrying out the above are 
described and illustrated. He considers that local anesthesia for obstetrical 
operations merits more support than it has hitherto received. 


The results of tubal inflation in cases of sterility. 

406 cases of sterility were inflated, of these 271 were for primary and 
135 for secondary sterility. 17 per cent of the former and 14 per cent of 
the latter were due to sealed Fallopian tubes. As a result of pertubation 
it was possible to procure pregnancy in 21 per cent of the primary and 
30 per cent of the secondary sterilities. Amongst the cases of primary 
sterility 90 showed no gynecological abnormality, 14 suffered from endoc- 
tine disturbances ; in 103 cases there was hypoplasia, 24 had endometritis, 
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15 adnexitis and 16 had had previous laparotomies. Amongst the cases 
of secondary sterility 80 showed no gynecological abnormality, five had 
endometritis, 23 adnexitis, and 16 had undergone laparotomy. 


M. Datnow. 


2 


Zentralblatt fir Gynadkologie. 


No. 1, January 4, 1930. 

*Polyhormonal diseases. B. Zondek. 

*The hormone of the corpus luteum. C. Clauberg. 

*“Hormonotherapy of menstrual disorders by intramuscular injections vf 
blood of pregnant women. P. Esch. , 

Disturbances of menstruation in ovarian sarcomata. J. Kleefisch. 

Bodily exercises and menstruation. E. Diintzer. 

Theoretical consideration and practical applicability of Dienst’s reaction 
for pregnancy. O. Gragert and G. E. Zander. 

The therapy of carcinoma of the vulva. W. Stoeckel. 

Infection of ovarian cysts with typhoid bacilli. K. v. Oettingen. 


No. 2, January I1, 1930. 

The new order of medical and especially gynecological training. L. 
Fraenkel. 

Orasthin and Tonephin, two practical products of hypophysin. Holzbach 
Kottloss and Irion. 

Transmission narcosis (Durchtrittsnarkose). W. Kuhl. 

Habitual breech presentations. P. Wirz. 

“Indications and operative results in thirty cases of submucous myoma. 
K. Fink. 

Remarks on Dr. Sztehlos’ article, ‘‘A new operative experience in the 
correction of uterine and vaginal prolapse.”’ A. Rieck. 

On the value of vaginal amputation of the corpus. M. Samuel. 

An unusual birth injury (kolpoporrhexis). K. Jaroschka. 

Spontaneous rupture of the uterus. F. Pachner. 


No. 3, January 18, 1930. 

Toxicoses at the termination of pregnancy. B. Liegner. 

Repeated hyperemesis and the indications for artificial abortion. W. 
Benthin. 

Interruption of pregnancy for Werlhof’s disease in pregnancy. L. Breda. 

*The treatment of chronic female gonorrhoea with subcutaneous injections 
of living gonococcal cultures ; with an experience of about 1,500 injections. 

On bactereemia in normal periods. E. Kulka. 

Experiences with chlorethyl as. a narcotic in transmission narcosis 
(‘‘Durchtrittsnarkose’’). 

Pregnancy and labour in uterus duplex cum vagina duplicata. F. Wolff. 

An unusual vulval tumour. R. Lehmann. 

A new method for the solution of the problem of sex determination. O. 
Sch6ner. 

The new ordering (‘‘Neuordnung’’) of obstetrics and social safety. L. 
Lewisohn. 
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No. 4, January 25, 1930. 

Comparative studies on the artificial stimulation of growths in the uterus. 
R. Cordua. 

Folliculin and oxidation. G. Soda. 

Remarks in discussion of the question: Pregnancy toxicoses and the 
vegetative nervous system. N. Louros. 

Generalised hyperalgesia of Head’s zones by stimulation of the vegetative 
nervous system of the small pelvis. R. Klotz. 

Phageedenic ulcer of the vulva as indication for Czesarean section. G. 
Frommolt. 

Psychogenic uterine bleeding after castration. M. Schwab. 

Fatal sepsis produced by an intrauterine protective pessary. B. Kende. 

An unusual injury in coitus. L. Gotthilf. 

Gravitol in midwifery. J. Putz. 


No. 5, February, 1930. 

On the operation for vesico-vaginal fistula after H. Fiith. (Manschette’s 
method). J. Kleefish. . 

Rupture of a post-operative uterine abscess into the urinary bladder. 
B. Ottow. 

Maydl’s operation in advanced carcinoma of the female urethra. G. 
Haselhorst. 

An unusual case of ureteric stone. H. H. Schmid. 

The changes in the urinary passages in the pyelitis of pregnancy. O. 
Brakemann. 

Occurrence, etiology and forensic significance of uric acid infarcts in the 
neonate and the stillborn. 

Pregnancy and renal tumour. D. Kneise. 


No. 6, February 8, 1930. 

Copper catgut. K. Baisch . 

On the treatment of chronic pelvic inflammation with fibrolysin. A. 
Bauereisen. 

Investigations on the germ content of the non-pregnant and pregnant 
uterine cavity. M. Gundel and K. v. Oettingen. 

Death in the puerperium from bilateral necrosis of the adrenals. K. Tietze 
and F. Matzdorff. 

The influence of pernocton on the course of labour. H. Goldschmidt. 

On the applicability of pernocton in obstetrics and gynecology. J. Putz. 

Vaginal operations. A. Calmann. 


No. 7, February 15, 1930. 

On the changes in the serosa and in the wall of the uterus in gas gangrene. 
(Comparison with traumatic lesions). R. Cordua. 

Labour after Strassmann’s operation in the split uterus. H. H. Schmid. 

A case of adenoma hydradenoides vulve. E. Durg. 

How far does proof of malformation provide a valid right to the inter- 
ruption of pregnancy? A. Niedermeyer. 

Rupture of the uterus with premature child and polyhydramnios cured 
by laparotomy and suture. V. Lazarevic. 

The finer preliminary changes in placental separation. G. BakdAcs. 

The question of the human girdle-placenta in relation to the pseudo-inter- 
mediary blood circulation of the single and normal placenta. E. Burg. 
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No. 8, February 22, 1930. 
*Anterior pituitary lobe and placenta. E. Philipp. 
Cutaneous reaction with prolan. H. Porges and K. F. Pollaczek. 
Further contribution to the clinical applications of the hormone of the 
anterior lobe of the pituitary. (Homhormone). H. V. Hirsch-Hoffman. 
The time of ovulation and conception. K. Ogino. 
On pseudo-heemophilia of the new-born. E, Maurizio. 
Agranulocytosis with vaginal ulcer. K. Otto. 
On kleidotomy in the living child. E. J. Jankelewitsch. 


Polyhormonal diseases. 


Zondek ascribes to the overproduction of polyfolliculin three varieties 
of polyhormonal disturbance :—(1) Polyhormonal amenorrhcea. (2) Poly- 
hormonal hemorrhage; and (3) Polyhormonal climacterium. 

As an example of polyhormonal amenorrhoea he describes the case of 
a married woman aged 29 who, having last menstruated two and a half 
months previously, was found to have a somewhat enlarged uterus, bluish 
colouration of the vagina, turgid breasts with enlarged Montgomery’s 
follicles, and a cystic ovarian tumour. 

Extrauterine pregnancy was excluded by a negative Zondek-Aschheim 
reaction in the urine, which nevertheless contained an increased amount of 
folliculin. Surgical and other investigations showed that prior to operation 
the urine contained five times more folliculin than the blood; and that 
the cyst contained 60 c.cm. of clear fluid with 180 mouse-units of folliculin— 
from ten to twenty times the amount normally present in a follicle. The 
operation was performed eight and a half hours after commencement of 
a spontaneous uterine bleeding; curettings removed at the same time 
showed endometrial hyperplasia with an imperfectly developed pregravid 
phase. Eight days later the urine was free from folliculin, and normal 
menstrual cycles folowed. From the biochemical tests of the urine a pre- 
operative diagnosis was made of amenorrhcea due to over-production of 
the ovarian hormone. The combination of amenorrhcea, hyperplastic and 
early pregnancy had previously been described in association with lutein 
cysts of the ovary. Zondek refers to excessive uterine bleeding in associa- 
tion with over-production of folliculin as ‘‘polyhormonal bleeding,’’ and 
thus agrees with the view expressed by Schréder and others concerning 
the etiology of ‘‘metropathia heemorrhagica.’’ In such cases Zondek has 
found in the urine comparatively large amounts of folliculin, and in a 
persisting enlarged ovarian follicle three to five times the normal amount 
of folliculin. After such a follicle has been excised a normal menstrual 
cycle has been regained, and Zondek has found the same to occur after 
deliberate rupture of-the enlarged follicle during bimanual examination 
under general anzesthesia in five cases. According to Zondek the climac- 
teric is characterized by three stages, usually successive: (1) increased 
folliculin production with soft enlarged uterus, and either bleeding or 
amenorrhcea; (2) diminished folliculin production with small hard uterus 
and pronounced vasomotor phenomena; and (3) the presence of increased 
amounts of prolan in the urine. In the third stage prolan A—that hormone 
from the anterior lobe of the hypophysis which induces ripening of the 
ovarian follicle appears to excess in the urine, either because it cannot 
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be utilized in the ovaries, or because these exercise an inhibiting action 
on the hypophysis. 


The hormone of the corpus luteum. 

As the result of experiments in rabbits Clauberg shows that the corpus 
luteum hormone is neither a growth- nor a proliferation-hormone, but acts 
as a specific hormone for the uterine mucosa in the pre-gravid phase, as 
in the secretory or pre-menstrual phase, and subsequently after the first 
gravid phase, that of decidual transformation. It thus appears that the 
corpus luteum hormone only comes into action when proliferation of the 
uterine mucosa has already occurred. 


Hormonotherapy of menstrual disorders by intramuscular injections of blood of 
pregnant women. 

Esch has obtained good results from the intramuscular injection of the 
blood of pregnant women in cases of amenorrhcea, monorrhagia and metror- 
rhagia. With a Pravatsz syringe containing one c.cm. of a two per cent 
solution of sodium citrate he withdraws ten c.cm. of blood from the ante- 
cubital vein of the giver and injects it into the muscles of the patient’s 
buttock. The injections are given at first every three days, then every two 
days and finally daily. Esch leaves it an open question whether the 
results are due to the presence of the anterior pituitary or the ovarian 
hormone or to the non-specific action of the injected blood. 


Disturbances of menstruation in ovarian sarcomata. 

Kleefisch records three cases of unilateral ovarian sarcoma with the 
following menstrual disturbances : Case 1, metrorrhagia, with pain during 
metrorrhagia; case 2, menorrhagia, with pre-menstrual pain; and case 3, 
oligomenorrhoea with pain during the periods. He concludes that in cases 
of alteration of the menstrual type with unilateral pain, one must consider 
the diagnosis of malignant ovarian tumour (sarcoma), even when the 
general condition would not suggest the presence of malignancy. 


Indications and operative results in thirty cases of submucous myomata. 

In 145 operations for uterine myomata during 1924 to 1928, 20.7 of 
the number were submucous, excluding small pedunculated tumours 
extruded through the os. 

Fink concludes that when treatment of submucous myomata presents 
technical difficulty cases in which preservation of the child-bearing faculty 
is of importance are few. Patients known to possess, in addition, intramural 
myomata should not be treated by enucleation from the uterine side ; this is 
more dangerous than subtotal extirpation, and is not likely to preserve 
fecundity. The same may be said of those who possess children, and who, 
although still of child-bearing age, do not earnestly desire conservative 
treatment. After the menopause deep enucleation (per vaginam) of sub- 
mucous myomata is fraught with considerable danger of perforation of 
the friable uterus. Vaginal enucleation should be reserved for gangerous 
sessile submucous myomata in cases in which a demarcation Tine is in 
process of formation, and the tumour possesses some mobility with respect 
to the uterine wall. If the gangrenous myoma is tightly fixed, extirpation 
by the combined abdomino-vaginal route is indicated. Untoward results 
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such as infection, have not followed the use of the curette in cases of 
submucous myoma, but Fink refers to cases in which the existence of the 
tumour has been overlooked during curetting. 


The treatment of chronic female gonorrhea, with subcutaneous injections of living 
gonococcal cultures; with an experience of about 1,500 injections. 

In his 1,500 injections Loesser observed no dangerous or septiceemic 
sequels. There was a slight general reaction with a rise of temperature 
not exceeding 0.5° C. and a well-marked but not very painful local reaction. 
The treatment was of no value in acute gonorrhoea, except for acute 
arthritis, nor in ‘‘open’’ chronic gonorrhcea—that of the urethra, vulvo- 
vaginal glands and rectum. It is in cases of ‘‘closed’’ chronic gonorrhea, 
such as chronic gonorrhoea of the cervix with foci of gonococcal adnexal 
inflammation, that the beneficial effects are obtained, and are assisted 
by the application of silver preparations to the cervical canal. One, two 
or three injections are given during two to four weeks, cure resulting in 
60 to 70 per cent of the cases, many of which had failed to yield to various 
local and general therapeutic measures. In the majority of the cases the 
cervical secretion becomes free from gonococci within fourteen days; it 
also becomes scantier and contains fewer leucocytes. The patients who do 
not respond to this treatment are of the heavy, obese and pasty type. 


Anterior pituitary lobe and placenta. 

Philipp contends that prolan, the hormone which is secreted in the 
urine of pregnant women, and which induces hypertrophic ovarian changes 
when injected into infantile mice, is not derived, as originally held by 
Zondek and Aschheim, from the anterior lobe of the pituitary, but from 
placental and to a less extent other tissues which serve for foetal develop- 
ment. In support of this view he describes the implantation into infantile 
mice of placenta, amnion, or decidua from two to four month’s human ova, 
and injections of liquor amnii from a similar source; the ovarian changes 
characteristic of the pregnancy test ensued. At term the placental content 
of the hormone was found to be much diminished. Direct testing of the 
anterior lobe of the pituitary appeared to give confirmatory evidence ; 
implantation of the gland removed from one woman dying after abortion 
in the third month and from three who died at term proved negative. On 
the other hand, positive results, so far as concerned intrafollicular bleeding 
and production of corpora atretica, but without definite ovular ripening 
or luteinization of the follicle, were observed in the ovaries of infantile 
mice into which had been implanted the anterior lobe of the pituitary from 
eight non-pregnant subjects. 

F, E. T. 


Miinchener medizinische Wochenschrift. 


January 17th, 1930. 
*Prognosis and therapy of arthropathia ovaripriva. H. J. Lauber and 
C. Rann. 
Arthritis due to endocrine deficiency. G. Riebold. 
*Frequency and etiology of carcinoma of the uterus. A. Pfeiderer. 
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January 24th, 1930. 
Influence of internal secretions on the development and the diseases of 
the female organs, and on treatment by hormones. L. Seitz. 
Treatment of incontinence in women (No. 1). von Mikulicz-Radecki. 
Treatment of inflammatory conditions of the female genital organs by 
salicylic acid. O. Koester. 
Salicylic acid as a caustic. H. Trever. 
January 31st, 1930. 
Treatment of incontinuance in women (No. 2). voa Mikulicz-Radecki. 
Henkel’s method of treatment in post-partum hemorrhage. R. Nah- 
macher. 
February 7th, 1930. 
Sterility and frigidity. R. Amersbach. 

An analysis of mortality cases following avertin anesthesia. H. Killian. 
*Premature detachment of the normally situated placenta. H. Siedentopf. 
February 21st, 1930. 

The importance of the placental blood for maintaining cardiac action 

in the new born child. Durlacher. 

Obstetrics and gynecology in the United States of America. E. Phillip. 
Who should operate in appendicitis in women. N. Louros. 
Eclampsia, its prophylaxis and treatment. M. Wachtel. 

February 28th, 1930. 
Treatment of infantile gonococcal valvovaginitis. A. Nahlen. 
Pituagan in obstetrics and gynecology. E. Heger. 
The weakening of primary pains in labour. W. Liepman. 

March 7th, 1930. 

Treatment of actinomycosis in women. R. Schugt. 
*Diagnosis and treatment of ectopic gestation, Nos. 1 and 2. Vogt. 

March 14th, 1930. 
Cervical placenta praevia. Durlacher. 


Prognosis and therapy of antropathia ovaripriva. 

Modern research has shown that the majority of the joint diseases so 
common at the climacteric are caused by endocrine, and more especially 
by ovarian, deficiency or dysfuction. Lauber and Rann state that most 
of their climacteric joint cases showed slight degenerative changes in 
the joints themselves, but that the disease is one particularly affecting 
the para-articular structures and that in most of them, vascular spasm 
was as important a factor as metabolic changes or ovarian deficiency. All 
reacted well to substitution therapy by one of the numerous ovarian 
preparations on the market. The best results were given by Laqueur’s 
memform combined with ova glandol tablets by the mouth. Many cases 
also received potassium iodide, and all had physio-therapy consisting of 
hot air or diathermy for those showing early osteo-arthritic changes, while 
alternate hot and cold hand and foot baths (Scotch douches) were used 
with great success for those of the rheumatoid type, where vascular spasm 
is a permanent factor. Six cases were cttrred in eight to twelve weeks. 
One or two had relapses which yielded to a second course of treatment. 
Those with osteo-arthritic changes were so much improved that they 
could return to their ordinary work. 
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Frequency and etiology of carcinoma of the uterus. 

The author and his colleagues at the University Frauenklinik at 
Tiibingen were struck by the marked falling off in the number of uterine 
cancer cases in Germany during the last years of the war, and the years 
immediately following it. This is the more striking as a corresponding 
increase was shown in the statistics from England, the United States and 
Japan. The figures for those years also showed an earlier recurrence of 
cancer. The statistics for 1906 to 1922 showing carcinoma of the neck 
of the uterus to be most frequent between the ages of 51 and 55, and the 
body of the uterus between 56 and 65, while the figures from 1923 onwards 
put the age of occurrence in both forms at least five years earlier. 

According to Borst the essence of tumour formation lies in a congenital 
and possibly hereditary disposition to increase on the part of the tumour 
forming cells. This disposition is kept up by some disturbance in the 
tissue balance in which both local and general conditions play an important 
part. The congenital disposition to cancer has not changed during the 
last two and a half decades. Then as now about ten per cent of German 
women have this predisposition to cancer. The cause of the change must 
therefore lie in the other determining factors, especially those which cause 
this disturbance in the tissue balance, and thus give impetus to tumour 
growth. Local conditions can hardly be said to have changed enough to 
be responsible for this varying frequency of occurrence. Pfleiderer is 
convinced that the chief cause lies in the changed conditions in the life 
of the German people since the war. It is the worst years, from 1917 to 
1924—years of sorrow, care, overwork and under-feeding—that show this 
reduction in the occurrence of cancer in women. He concludes that the 
change of food is the responsible factor, and that the food of those 
starvation years either contained certain substances that had an inhibitory 
effect on cancer growth, or that other substances were cut off which had 
acted by disturbing the tissue balance. This thebdry receives some support 
from the fact that in the better nourished patients in private practice there 
was practically no reduction in the occurrence of uterine cancer. Also 
from the work of Caspari and others on the importance of vitamins A and 
B for the growth of tumours in mice, they state plainly that the better 
the food of the host the more energetic is the tumour growth. This would 
seem to bring cancer either into the group of deficiency diseases or into that 
of chronic intoxication processes. Pfieiderer stresses the importance of 
research in this direction. 


Premature detachment of the normally situated placenta. 


This rather rare complication of labour occurred 26 times in six months 
in the Universitéts Frauenklinik at Leipsig, and the author gives an 
interesting summary of the eetiology of the condition, with details of many 
of the cases. A considerable percentage were due to trauma, others to 
constitutional predisposition to uterine haemorrhage. In many cases, 
however, neither trauma nor any constitutional factor could be found. 
He concludes that as premature detachment of the placenta is a grave 
danger to future pregnancies, the greatest care should be exercised and 
even sterilization should be considered. 
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Diagnosis and treatment of ectopic gestation, Nos. 1 and 2. 

In two long and interesting articles Vogt sums up the essential points 
in the diagnosis and treatment of ectopic gestation. The Fallopian tube 
and ovary are the usual sites. In case of tubal gestation the site may be 
the infundibulum, ampulla, the isthmus, the interstitial portion, or the 
part adjacent to the uterus, or the broad ligament itself. In graviditas 
ovarica, the ovum is usually on the surface of the ovary, or in one of 
the follicles. Primary abdominal gestation is very rare, secondary fairly 
common. Much research has been done on the etiology of ectopic 
gestation, and shows that this condition is often due to some insufficiency 
of the tubal musculature. Pathology changes in the wall of the Fallopian 
tube are either developmental disturbances or inflammatory processes. In 
some cases the lumen of the Fallopian tube is so narrowed and deformed 
by the presence of the ovum and inflammatory conditions caused by it 
that only the spermatozoa and not the fertilized ovum can pass. Gonor- 
rheea, appendicitis, puerperal fever and febrile abortion are usually 
responsible for these inflammatory and suppurative conditions in the 
Fallopian tube. They are also caused by the continued use of intra-uterine 
tents which appear to be more dangerous than laminaria tents. Vogt 
considers that much light has been thrown on the etiology of ectopic 
gestation by the remarkable increase of this condition since the war, 
which has brought us an increase of criminal abortion and of gonorrhcea. 
In Russia where artificial abortion is legal, medical men are loud in warning 
the public against the evils caused by. this, namely, irreparable sterility, 
ectopic gestation, etc. At Tiibingen they have found the same increase in 
gonorrhoea and in ectopic gestation. Both are five times as common as 
they were before the war, which shows that gonorrhoea is an important 
factor in the etiology of ectopic gestation, the results of which are 
general and local, the general effects being skin diseases, gastro-intestinal 
disturbance and diseases of the nervous and cardio-vascular systems. . The 
most important local pathological change besides those found in the 
Fallopian tubes is the effect of ectopic gestation on the uterus. Here, as 
in normal pregnancy, a complete decidua is formed if the pregnancy is 
uninterrupted for some weeks. If uninterrupted, the decidua is expelled 
either as a whole or in fragments, and it is difficult to decide between the 
true decidua and the villous coat of an early abortion as microscopic 
examination is not always possible. A diagnosis can often be made by 
examining a piece of tissue in water, which shows up the finest villi. The 
development of the ectopic decidua proceeds along the same lines as in 
normal pregnancy, and it is often found in the peritoneum, mesentery, 
lymphatic glands, and in polypi present in fhe body ‘of the cervix. 
Ectopic gestation ends in various ways, sometimes by tubal abortion or 
tubal rupture, the latter occurring in about ten per cent, and the former 
in 62 per cent of cases; rupture being nearly always accompanied by a 
large hemorrhage into the abdominal cavity, and tubal abortion by the 
formation of heematocele, generally in the pouch of Douglas. Amenorrhoea 
is a highly suspicious factor in the history of these cases, but it must not be 
forgotten that the gravid Fallopian tube is also liable to rupture before 
or at the time of the expected period. Symptoms are very various. 
Amenorrficea followed by small hemorrhages or a thick brown discharge 
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is a common symptom. Any clots passed should be carefully examined 
for the presence of decidua. Attacks of colicky pain, diffuse or localized, 
are another common symptom. In tubal abortion these have more or less 
the intermittent character of labour pains, but a sharp look: out must be 
kept for signs of peritoneal irritation or anaemia from internal hemorrhage. 
In tubal rupture the pain is more sudden and violent, accompanied by 
faintness, pallor, vomiting, collapse and unconsciousness. The examina- 
tion should be methodical and careful. Inspection will show rigidity 
and increased resistance. The percussion note is altered and a dull 
unilateral zone can be made out with its base in the small pelvis and the 
apex in the renal region. Palpation is most important and not without 
danger, as sudden or strong pressure can cause the gravid Fallopian tube 
to burst or hasten a tubal abortion, and with it the internal hemorrhage. 

Once the diagnosis of ectopic gestation is established a major operation 
must at once be undertaken. 

In the differential diagnosis of ectopic gestation we have to think of: 

(1) Anearly abortion. In this case the external hemorrhage is freer and 
more continuous. The signs of uterine pregnancy are more pronounced, 
and the adnexa generally free, whereas ‘in ectopic gestation there is 
usually some abnormal condition on one side. 

(2) Peritonitis following appendicitis or perforation of the stomach or 
intestine is often difficult to recognize. Here there are no signs of cenemia. 
There is usually a rise in temperature and there are certain peritoneal 
phenomena, such as pain, nausea and vomiting 

(3) Inflammatory tumours are usually disturbances of menstruation, and 
a tumour can be felt on palpation, or inflammatory changes in the adnexa. 
The secretions must always be examined for gonococci. An ascending 
infection caused by injudicious vaginal douching or introduction of any 
instrument or injection into the uterus may be the cause of this. In these 
cases there will be some peritoneal shock, and the diagnosis is sometimes 
so difficult that laparotomy may be the only way to decide. 

(4) Appendicitis can have certain signs and symptoms like those of 
ectopic gestaton, but there is nothing in the history or in the examination 
to suggest pregnancy. The temperature is higher and the tumour (if any) 
in appendicitis is higher and on the right side. The peritoneal irritation 
is more localized in the beginnng of the illness and there is much tender- 
ness to pressure. The leucocytes are increased and the sedimentation test 
is decisive for an inflammatory process and appendicitis. Rectro-uterine 
hzematocele has often been mistaken for an ectopic gestation. In the latter 
amenorrhcea may last three months, in the former rarely more than one or 
two. But a bi-manual, vaginal, and then a rectal examination enables one 
usually to decide as to the nature of the tumour. An extra-uterine gesta- 
tion may also exist at the same time as an intra-uterine pregnancy. The 
diagnosis of ectopic gestation is always a matter of difficulty. In every 
case the patient should be taken to a clinic or hospital and great care 
should be exercised in the transport. 

As regards therapy, the author makes a rapid disinfection with tincture 
of iodine, and a light ether narcosis is the least dangerous and quickest. 
The abdomen is opened by a long incision. Fresh blood that is not yet 
infected is removed and prepared for intra-venous re-infusion. As soon as 
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the Fallopian tube is removed, subcutaneous saline solution should be 
given on the operating table, or the intravenous re-infusion of blood mixed 
with physiological saline solution. The mortality of the operative treat- 
ment of ectopic gestation by laparotomy is low if there is no infection 
or complication. 

Justina Wilson. 


Annali di Ostetricia e Ginecologia. 


October, 1929. 

*Biologic hormonal diagnosis of pregnancy. Vozza. 

The function of the liver and biliary passages studied by radiology in 
pregnancy and puerperium. Dellepiane. 
November, 1929. 

*Hydrometra secondary to cervical and vaginal atresia, following the 
application of radium for carcinoma of the portio, with late development 
of adeno-carcinoma of the fundus and uterine fibro-myoma. Bortini. 

Interstitial cells and elements with lipoid contents in the ovaries. Tropea. 

*Specific nature of Wassermann and Miiller-Ballungs reactions in obstetrics. 
Coloridi. 

The pathogenesis of ovarian cysts. Mandalari. 
December, 1929. 

*The irrudinization of thrombo-phlebitis in obstetrics and gynzecology 

Coggi. : 
Argentophil and lipoid elements in the umbilical cord. Mangili. 
Research on the biologic diagnosis of pregnancy by Aberhalden, Dienst, 

and Vogel methods. Motta. 
Refluent uterine blood in the peritoneum. (Contribution to the patho- 
genesis of endometromyoma). Candella. 


Biologic hormonal diagnosis of pregnancy. 

Vozza reviews various methods adopted for the biologic diagnosis of 
pregnancy, and especially considers the probable solution of the problem 
through functional and anatomical changes induced in the generative organs 
by ovarian and pre-hypophyseal hormones. He analyses the technique, 
mechanism of action and results of Aschheim and Zondek’s experiments. 
In his own investigations he followed their method with certain modifica- 
tions and obtained positive results in 105 normal cases. Positive results 
were also obtained in two cases of molar degeneration and in ten extra- 
uterine pregnancies. In the puerperium the rapid disappearance of the 
positive reaction seems a testimony to its value. Out of 50 control cases 
there was only one positive result. It would therefore appear that because 
of its reasonable basis and the high percentage of favourable results, 
Ascheim and Zondek’s reaction is preferable to other methods proposed 
for the diagnosis of pregnancy. 


Hydrometra secondry to cervical and vaginal atresia, following the application of 
radium for carcinoma of the portio, with late development of adeno-carcinoma of 
the fundus and uterine fibro-myoma. 

Bortini has treated over 600 cases of uterine or ovarian cancer by means 
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of radium, and has never had a vesico-vaginal or recto-vaginal fistula or 
necrosis. 

To show the efficacy of radium, he describes a case which came to his 
hospital in 1924. Microscopic examination showed that the patient had 
a flat-celled carcinoma of the portio. The uterine body, adnexa, para- 
metrium and pouch of Douglas were normal. Radium with the usual 
dosage was placed in the vaginal fornices and cervical canal. In the 
beginning of 1925 the patient appeared to be clinically cured, but was 
asked to return at intervals for examination. Until September, 1927, the 
uterus remained small, almost atrophic, but on examination then, it was 
found to be increased in volume to the size of a two months’ pregnancy. 
The patient had not suffered any inconvenience or pain. Increase in 
volume and cystic consistence were noted in the following monthly 
examinations and in January 1928 total hystero-adnexectomy was per- 
formed. 

Bortini thinks the case has some interesting points.—1. The cure of 
the original lesion persisted for three years. This is a demonstration of 
the therapeutic value of radium. 2. The late development of carcinomatous 
lesions in the endometrium different in type from the original lesions seems 
to exclude metastasis or propagation by contiguity. 

The time between the appearance of the two tumours and their 
diversity in type and localization leads him to conclude that they were 
distinct manifestations of a general constitutional affection. 


Specific nature of Wassermann and Miiller-Ballungs reactions in obstetrics. 

Investigation of the specific nature of the serum reactions of Wasser- 
mann and Miiller has been made by Coloridi in over 600 cases. 

His conclusions are :— 

1. The Wassermann reaction in pregnancy in women free from syphilis 
has a slight tendency to be non-specific. This effect is at its maximum 
in the last three months of pregnancy, decreases at parturition and 
rapidly becomes normal in the puerperium. 

2. The high percentage of non-specificity obtained in such a large 
number of cases leads him to affirm that a positive Wassermann in 
pregnancy, even without history or clinical sign of syphilis, imposes 
specific therapy. A negative Wassermann has the-same value in obstetrics 
as in general medicine. 


3. Partial inhibition of haemoylsis in the serum reaction of a pregnant 
woman indicates the necessity for a serum test in the puerperium, and 


a thorough clinical examination in order to eliminate the diagnosis of 
syphilis. 


4. The frequent occurrence of latent syphilis calls for systematic testing 
for the Wassermann reaction in the puerperal state. 

5. The Wassermann reaction in blood from the umbilical cord of the 
newly-born infant is of diagnostic value only when positive. It then is 
a sure indication of foetal syphilis. 

6. The Wassermann reaction with blood from a retro-placental haema- 
toma is unreliable because of its frequent non-specificity. It should 
always be associated with examination of blood from the arm. 

7. The Miller-Ballungs reaction has in the puerperal state a specificity 
and sensibility much inferior to that of the Wassermann reaction and 
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cannot be substituted for it. Its behaviour in the various stages of 
maternity usually runs parallel with that of the Wassermann reaction. 


The irrudinization of thrombo-phlebitis in obstetrics and gynecology. 

The anti-coagulating power of irrudin—gland extract from the head 
of the leach—was first discovered by Haycraft (1884). Since then numerous 
experiments have been made to show the practical value of this property. 
Di Pace made a series of experiments showing how coagulation time might 
be extended from its normal limit of four to five minutes even up to an 
hour. Jeanin applied this experience in the treatment of experimentally 
produced phlebitis; Heidenhain found that irrudinized blood had a power- 
ful lymphatic action. Others discovered its bactericidal and vaso-dilating 
properties. When gland extract is not available direct application of 
leeches to the affected limb has the same effect. Coggi describes ten cases 
treated by him for phlebitis in various gynecological diseases, after 
operation, and in puerperal infections. His aim was to find out whether 
the method was efficacious as an abortive, as a resolvent and as a sedative. 

His conclusions are that :— 

1. In post-operative phlebitis the leeches responded to expectation, 
causing rapid disappearance of an incipient phlebitis along with the 
accompanying pain and fever; in most of the other cases abortive action 
failed. 

2. As a resolvent, this therapy usually showed itself efficacious, but 
it is to be noted that in puerperal phlebitis a larger number of leeches 
is required, and longer time. 

3. As a sedative he found it an excellent method; it always subdued 
pain. 

The only inconveniences are (a) rises in temperature which often follow 
the leech applications—these are not constant; and (b) hemorrhage 
which, however, can be readily controlled. Care must be taken not to 
fix the leeches on blood-vessels. 


J. H. Filshill. 


Revista de Ginecologia e d’Obstetrica. 
October, 1929. 
*Exomphalos. O. Motta. 
A case of uterine hypotonia. Verginero. 
The problem of assistance in pregnancy. de Aragao. 
*Pneumonia during pregnancy; painless parturition. Amaral. 
December, 1929. 
*Psychic traumatism and gestation. da Costa. 
*Ceesarean section and embryotomy. Mello: 
The treatment of puerperal infection by local immunisation. Lacombe. 
January, 1930. 
Ectopic pregnancy. Therapeutics and different diagnosis. M. Santos. 
Vesicular mole. G. Sant-Anna. 


Exomphalos. 
Motta describes a case of congenital malformation—exomphalos asso- 
ciated with macroglossia. Exomphalos, though resembling umbilical 
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hernia, is really a tumour in the umbilical wall, not a protrusion of 
intestine through an aperture. In the case described there seemed to 
have been arrested formation of the abdominal muscles, leaving enough 
space for the passage without constriction of some loops of the small 
and large intestine. The weight of the placenta, the child’s general aspect 
and the macroglossia indicated syphilis, though the mother’s Wassermann 
reaction was negative. Therefore, after reducing the viscera and suturing 
the abdominal wall, mercurial treatment was advised. In this case 
syphilitic heredity was evident, but the etiology of exomphalos is obscure 
and syphilis cannot be established as a definite cause. For the child the 
prognosis is very grave though the condition is compatible with life. 
Should the sac membrane rupture during parturition, or necrose after 
birth, the death of the child is certain. In Motta’s case the sac membranes 
were so delicate that he was afraid of rapid mortification after the operation, 
but this did not occur and the child made a good recovery. 


Pneumonia during pregnancy; painless parturition. 


Amaral discusses the reciprocal action of pregnancy and pulmonary 
lesions, and describes a case which contradicted the usual rule that preg- 
nancy aggravates pneumonia and pneumonia often interrupts pregnancy. 

Exacerbation of lung symptoms is due both to the mechanical 
embarassment of respiration from abdominal pressure and to the resulting 
enfeeblement of the heart’s action. The gravity of prognosis is greater 
as pregnancy advances. A mortality of 27 per cent in the first three 
months rises to 37 per cent in the latter half of pregnancy, and as high 
as 67 per cent if pregnancy be interrupted. 

The patient a I-para, aged 19 years, came to hospital nearly at term. 
She had been in contact with influenza sufferers before admission and 
in 24 hours she showed symptoms of influenza with left lobar pneumonia. 
The latter ran its usual course, terminating favourably on the fourth day. 
On the fourth morning the patient called a nurse who found that labour 
had begun. The child’s head was free and was followed immediately by 
the body and twenty minutes later by the placenta. The child was a 
female of average weight with no wound or sign of disease. There was 
a slight perineal tear but the mother-declared that she had not suffered 
any pain throughout delivery and that she was ‘“‘cured.’”? On auscultation, 
the pneumonia seemed to be completely resolved. Amaral attributes such 
a favourable result to the youth and health of the patient. 


Psychic traumatism and gestation. 


Da Costa discusses the possibility of shock or fright inducing labour, 
citing many cases in which it appeared to do so. He also gives instances 
where, in spite of very serious shock such as attempted suicide by 
drowning, pregnancy ran a normal course after rescue to term. 

From personal experience he describes eight cases in which labour did 
not develop immediately after fright or injury. He decides that it is an 
open question whether shock is the sole cause, and inclines to the view 
that the patient’s constitution is an important factor in determining 
abortion. 

K 
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Cesarean section and embryotomy. 

Mello describes a case of dystocia due to shoulder presentation of a 
dead child and obstinate retraction of Bandl’s ring. 

The patient, a ii-para, aged 32 years, came to hospital at term. On 
examination a shoulder presentation was discovered. Foetal heart sounds 
were not heard. A little later the right hand and arm protruded into the 
vagina. The child was certainly dead and Bandl’s ring was strongly 
retracted. Under deep aneesthesia it remained irreducible. Attempts to 
extract the child by foot or by head were unsuccessful. 

It was decided to perform cervical embryotomy and a low Czesarean 
section. The interior uterine segment was incised to the level of the ring 
of retraction. After amputation of the arm and resection of the shoulder 
and part of the thorax the child was withdrawn. The patient’s tempera- 
ture remained high for nine days after operation. Then she made an 
uninterrupted recovery. 


Mello notes that shoulder presentation is a frequent cause of persistent 
annular retraction. 


J. H. Filshill. 


Acta Obstetrica et Gynecologica Scandinavica. 


*A case of actinomycosis of the female adnexa. Ahlstrom. 

*Sixty-nine cases of pyuria gravidarum febrilis. Albeck. 

*Knots in the amnion. Bergendal. 

*The treatment of recto-vaginal fistule. A. Bjorkenheim. 

*Rational treatment of myomata. O. A. Boije. 

*On symptoms of myomata of the uterus during the menopause. Bevin. 

*Do twins resemble each other more than children of separate concep- 
tions? Essen-Moller. 

*Two cases of formation of new vagina. R. Faltin. 

*The length of the umbilical cord. J. Fog. 

*The sterilization problem in Scandinavia. H. Forssner. 

A case of hemorrhagic encephalitis following injection of salvarsan 
during pregnancy. S. A. Gammeltoft. 

*Rupture of the liver in the new-born delivered spontaneously. Genell. 

*The clinical course and treatment of interstitial necrotic myomata during 
pregnancy. Grone. 

*The treatment of eclampsia in the Southern Maternity Hospital in Stock- 
holm from October 1911 to December 1928 and of eclampsism and 
nephropathy from 1918 to 1928. Gyllensvard. 

Some findings of the X-rays during pregnancy. E. Hauch. 

*Experience with a modification of the technique hitherto used at Radium- 
hemmet in the radium treatment of cancer of the cervix. Heyman. 

Suggested system of plantar classification of the newly-born. Jerlev. 

*Urinary pH concentration before, during, and after labour and in 
toxemia. Leidenius. 


Paralysis in the distribution of the sciatic nerve in connection with child 
birth. Linden. 


On the problem of the interstitial cells of the testis and their influence 
on internal secretion, Lund. 
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*Intra-thoracic and intra-abdominal heemorrhage in the newly-born. 
Lundqvist. 

Rare X-ray findings in a case of cystic kidney. Méller. 

*Some views on the treatment of miscarriage. Olow. 

Nine cases of resection of the presacral nerve (operation of Cotte). 
Petersen. 

*Causes of death in the puerperium. Petersen. 

Three cases of loose ligature in the bladder. Petren. 

Cessation of coagulation of the blood in post-partum hemorrhage— 
“Shock bleeding.’”? Skajaa. 

The pathological elevation of the diaphragm during pregnancy. T. 
Sodeman. 


*The prognosis of the prematurely born and prophylaxis of birth trauma. 
Sunde. 

The treatment of eclampsia and eclampsism at the Gotenburg Maternity 
Hospital during the years 1918 to 1928. E. Thulin. 

Some sexual operations. A. Troell. 

Revival of the apparently still born. S. v. Wachenfeldt. 

Instrumental dilatation of the uterine orifice during labour. E. Waren. 

*Results of conservative obstetric operations in the Universitatsfrauen- 
klinik of Allmanna Barbordhuset in Stockholm during the years 1919 to 
1928. A. Westman. 


Three cases of aplasia vaginee treated by Schubert’s operation. S. E. 
Wichman. 


A case of actinomycosis of the female adnexa. 


Ahlstrom describes a case which came under his observation in 1928, 
the first he had seen during the period from 1919 that he had been in 
charge of the gynecological clinic at Sabbatsberg. The patient had been 
in poor health for two years since June 1926 first with a right-sided dry 
pleurisy and then with a septic finger followed by cellulitis of the arm. 
In May 1927 she had an acute abdominal attack which was diagnosed as 
being due to a left pelvic parametritis and treated on medicinal lines. In 
January 1928 laparatomy was performed by Essen-Mdller of Lund and the 
condition was considered to be one of inoperable new growth with ab- 
dominal generalization, the abdomen was closed after removal of a speci- 
men for examination. Microscopic examination showed neither tubercle 
nor new growth. After laparatomy she improved for a time. The recur- 
rence was operated on by the author by removal of the pelvic organs in 
September 1928. 

The patient died five weeks after operation, the lower part of the 
wound having broken down at the end of the first week. The operation 
specimen of the left ovary and the discharge from the wound both con- 
tained actinomyces. Post-mortem there were found abscesses of the 
parametrium, a right-sided empyema spreading through the diaphragm 
to a subphrenic abscess, and abscess of the liver. The author reviews his 
case and 61 other cases he has traced in the literature of the subject. 

He discusses the mode of infection and considers the most common way 
of entry to be from the intestine, a few can only be explained by a blood 


infection and very rarely by way of the genital tract after criminal abor- 
tion or the use of a ‘‘sterilette.”’ 
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The prognosis is bad, no cases of long standing having been published, 
the longest having two and a half years of observation. 

As regards treatment he considers radical operations only suitable for 
small localized conditions and advocates deep X-rays combined with large 
doses of potassium iodide and local evacuation of abscesses. 


Sixty-nine cases of pyuria gravidarum febrilis. 

Albreck’s paper reviews the cases under his observation during the last 
ten years at the Maternity Hospital at Aarhus out of a total of 10,000 
deliveries. There was a total number of 226 cases of pyuria of pregnancy 
and of these 69 were febrile. 157 had no particular diagnostic symptoms 
and were discovered on routine examination. Delivery was in no way 
influenced by the pyuria. The 69 cases with fever could be divided into 
two groups: (1) 28 cases with fever during pregnancy but not during 
labour and (2) 41 cases with fever during labour. 

Group (1) began some time in the fifth or sixth month and all had 
been treated for weeks with rest in bed, diet and medication, most had 
alternating febrile and non-febrile periods. They were all normally 
delivered and all their children lived. 

Group (2) contained all the serious cases and there were several spon- 
taneous as well as artificially induced premature labours, the onset was 
acute and often accompanied by vomiting. Spontaneous interruption in 6 
cases because of the serious illness of the mother. Of these 226 cases 
their after history was as follows: one mother died, the others were dis- 
charged non-febrile but their urine contained bacilli and many cases also 
contained round cells. The bacilluria was very persistent and has been 
found 30 years after the pyuria was cured. 

In the 157 cases without fever there was no fever during the puerperium 
which could be referred to the urinary infection. In the second group of 
6y cases the fever subsided during the first elven days and only in one 
case lasted 27 days, further, in one case a pyonephrosis developed calling 
for nephrectomy. 


The treatment of recto-vaginal fistule. 

Bjorkenheim describes six cases treated from January 1922 to December 
1929 in the Diakonissanstalten at Helsingfors, three were in the lower 
portion of the septum and three in the upper. Four cases resulted from 
operations previously carried out in the hospital and two were admitted 
from outside, of these one resulted from a large tampon forgotten in the 
pouch of Douglas and becoming infected. In two cases with a small high 
fistula healing took place spontaneously in three to five weeks. Two 
fistulae situated low down were operated on by way of the perineum and 
healed well. One high fistula was operated on by a combination of the 
vaginal and perineal method of Leguen with a satisfactory result. 


Rational treatment of myomata. 

Boije reviews 400 cases of myoma, 128 treated by X-rays and 272 
operated on. The first group gave good primary results but contained two 
deaths from sarcoma where the curettings had been negative. Of the opera- 
tion cases two died (1) of heart failure the day following the operation 
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and (2) of cerebral hemorrhage. Because of the higher ultimate mortality 
he has extended his operation cases at the expense of the X-ray cases. He 
practices supravaginal amputation or enucleation with the object of con- 
serving the ovaries. 


On symptoms of myomata of the uterus during the menopause. 

In 300 cases operated on by Bevin for myoma 13 cases were in patients 
aged 54 to 82 years old, in which the myoma gave rise to symptoms after 
the menopause. Eight cases complained of hemorrhage, one of these had 
a polypus hanging through the cervix and adeno-carcinoma of the fundus, 
four had symptoms of a growing myoma, all the remaining 12 were simple. 
The author considers a percentage of 4.3 an argument for preferring 
operation to X-ray therapy in patients, as when the menopause is in this 
way artificially produced troublesome symptoms may still arise later. 


Do twins resemble each other more than children of separate conceptions? 

Essen-MOller investigated the question whether double ovum twins 
resemble each other more than uniovular twins. 497 pairs of twins were 
examined by the author and he found that the uniovular twins were more 
alike in length than the double ovum pairs. 


Two cases of formation of new vagina. 

Faltin reports two cases in which an artificial vagina was constructed. 
Case (1) was operated on in June 1913, one month before Ruge after a 
laparatomy used a coil of the sigmoid flexure to form a new vagina, 
functional and cosmetic results were splendid after 16 years. Case (2) a 
loop of ileum was used, some mesenteric vessels were injured in bringing 
down the loop and the loop sloughed giving rise to peritonitis and death. 
The author in future cases would prefer to use the large intestine. 


The sterilization problem in Scandinavia. 

Forssner gives an account of existing and proposed legislation in 
Scandinavia, touching the right to sterilize. The Penal Codes of all 
Scandinavian countries regard it a felony to deprive anybody of his powers 
of propagation, and do not make any exception for operations performed 
by doctors on medical grounds for the purpose of sterilizing. The courts, 
however, do not enforce this law against the medical profession, as the 
purpose of these operations is not illegal, but beneficial. In spite of this 
doctors and lawyers have considered a special law on this subject advis- 
able, as it must be regarded as doubtful if the present law can be 
interpreted in*the same way when applied to operations undertaken on 
social-medical and social-humanitarian indications also. The author 
denies the necesssity for such a law, and quotes his own experiences from 
37 Operations performed during the last three years in support of his 
contention. According to his opinion, a law regarding the right to steri- 
lize cannot profit, but may to some extent interfere with, the practice of 
medical men ini this respect, and he advocates status quo, i.e. just to 
continue the work as before under the protection of an enlightened 
judicature. 
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Rupture of the liver in the new born delivered spontaneously. 

Genell refers to three cases of rupture of the liver in the new-born after 
spontaneous delivery previously reported and reports three new ones. 

Two cases were the children of the same mother who twice gave birth 
spontaneously to fully developed and healthy children who both died ot 
ruptured liver. The mother had an obliquely contracted pelvis (radiogram). 

The author goes into the question of the mechanism of rupture and 
thinks it results from two factors, (1) a mechanical traumatism and (2) 
constitutional—viz. abnormal tendency to bleeding and considers the 
rarity of the condition to result from the rarity of a combination of these 
two factors. 


The clinical course and treatment of interstitial necrotic myomata during pregnancy. 

In the treatment of necrotic interstitial myomata Grone differentiates 
between necrosis in the pregnant and non-pregnant uterus. He describes 
the typical history of a case and emphasizes the acute pain at onset, 
marked tenderness over a palpable tumour and slight rise of temperature. 
He considers that treatment should be expectant and resort to operation 
should follow failure of recovery or aggravation of symptoms. He prefers 
enucleation of the myoma and prescribes amputation of the pregnant 
uterus only when serious infection has occurred. 


The treatment of eclampsia in the Southern Maternity Hospital in Stockholm from 
October 1911 to December 1928 and of eclampsia and nephropathy from 1918 
to 1928. F 
Gyllensvard gives a resumé of the cases treated at the Sodra Barnbord- 

huset at Stockholm during the years 1911-1928 and milder forms of toxi- 

cosis during the years 1918-1928. He gives the accepted definition of 
eclampsia and eclampsism. 

Here treatment has been conservative, no operation for eclampsia as 
such has been undertaken since 1923. He describes 282 cases out of 
48,053 deliveries with a maternal mortality of 7.8 per cent. Spontaneous 
delivery occurred in 4o per cent, 119 cases were delivered by forceps, 36 
other ordinary obstetric operations were performed, induction of labour 
in seven cases, abdominal Czesarean section in two cases and vaginal 
Ceesarean section in five. Venesection has been increasingly used ; during 
the period 1924-1928 in 71.4 per cent of cases. In common with other 
investigators in Finland and Norway the author found an increased 
frequency in the spring. 


Experience with a modification of the technique hitherto used at Radium-hemmet 
in the radium treatment of cancer of the cervix. 

A modification of the standard technique hitherto used in the radium 
treatment of cancer of the uterine cervix at Radiumhemmet has been 
tried during the period 1921-1923 in 194 cases. In these series two appli- 
cations were made instead of three. 

A comparison of the five year results shows that the results with the 
modified technique are about the same as those obtained with the standard 
technique in the operable cases. The figures dealing with the result in 
the inoperable cases are slightly in favour of the standard technique. It 
would mean a considerable gain in several respects if the number of 
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applications could be reduced to two. The results reported in this paper 
seem to show that this is possible. Experiences from a larger series are, 
however, necessary before Heymann will consider deviating from the 
standard technique. 


Urinary pH concentration before, during, and after labour and in toxemia. 

Leidenius notes a rapid decrease in pH after delivery. At the com- 
mencement of lahour pains the average pH was 6.5, during the second 
stage somewhat lower, and at the end of labour 6.0-5.8. During the 
puerperium it rises, being at the forth to the sixth day 6.3 in primiparze 
and 6.0 in multiparee. 

An operation appears to have no influence on the pH of urine. 

In toxicosis the urine was considerably more acid before the commence- 
ment of delivery, being an average of 5.8 and the decrease is almost 
completely wanting after. A decrease is only seldom obtained after an 
eclamptic fit. The acidity of the urine was not directly related to the 
strength of the toxicosis. 


Intra-throacic and intra-abdominal hemorrhage in the newly-born. 

Lundqvist has collected 52 cases of intra-thoracic and intra-abdominal 
hemorrhage in the newly-born. Three cases only were intra-thoracic and 
occurred two from the thymus and one in the mediastinum of uncertatn 
origin. Of the 49 cases of intra-abdominal hemorrhage five had rupture 
of the liver parenchyma, 14 subcapsular hemorrhage in the liver, 17 
suprarenal hemorrhage, one rupture of the spleen and 12 cases of haemorr- 
hage from no obvious source. 


Some views on the treatment of miscarriage. 

Olow reviews the treatment miscarriages practised at his clinic at 
Upsala during the last six years. He points out that in the earlier years 
beds were limited and that owing to his good results his treatment was 
not altered when more beds were available. The number of cases was 
740 of which 300 were cases of febrile abortion. 

All operations have been completed with instruments after good dilata- 
tion of the cervix, the ovum has been loosened by means of scraping with 
a blunt curette and the debris removed by abortion forceps. When 
infection has been suspected the uterine cavity has been painted with a 
Io per cent spirituous solution of iodine. 107 cases were treated completely 
expectantly, 351 underwent immediate operation and 282 were operated 
on after a varying period of expectant treatment. The mortality was 
three from embolism and two from peritonitis all in cases treated ex- 
pectantly. He considers that the good results in his clinic justify a 
continuation of this treatment but admits that results might differ in other 
clinics. 


Causes of death in the puerperium. 

In the public maternity hospitals in Norway, 165 out of total of 24,155 
women died in childbed during the years from 1918-1928. Total mortality 
0.7 per cent. Out of the ones delivered in the Clinic, 0.5 to 0.6 per cent 
died. In about 50 per cent of the cases, death was caused by infection or 
by toxzemia. The two causes claimed about an equal number, the toxeemia 
perhaps a few more. Next, placenta praevia caused death in 10 per cent 
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cases. In many cases of toxeemia and placenta praevia, death was finally 
caused by infection, and we can reckon that infection was the ultimate 
cause of death in about two-fifths of all cases. On the other hand it must 
be remembered, that without the primary disease, no infection would have 
occurred. Ruptured uterus and post-partum hemorrhage caused death in 
five and four cases respectively. Of the causes that were not directly 
connected with pregnancy or childbirth, pneumonia in the years 1918-1920 
(not in later years) presented a remarkably high number, influenza, renal 
disease (not caused by pregnancy) and heart disease proved dangerous. 
Patients with tuberculosis do not often die in the obstetrical clinics. 
Other diseases with only one or two cases each, caused the death of six 
per cent of the total number of mortalities. 


Cessation of coagulation of the blood in post-partum hemorrhage—‘‘Shock bleeding.’’ 

Cessation of the coagulation of the blood following delivery. 

Skajaa found eleven cases of post-partum hemorrhage in 13,000 
deliveries which began to bleed 15 to 20 minutes after delivery, where the 
blood did not coagulate. 

In all cases there had been a preliminary abundant hemorrhage and 
with one exception one or more intrauterine manipulations. 

Four were cases of placenta preevia and three of accidental haemorr- 
hage. The haemorrhage with non-coagulation of blood was accompanied 
by a condition of obstetric shock. The blood shed was lacking in 
fibrinogen while the blood removed by venous puncture coagulated 
normally. The condition appears to be one of localized hemophilia. The 
usual methods of arrest of uterine hemorrhage appear to be of no use. 
The only satisfactory treatment found is vaginal hysterectomy. Four 
cases stopped bleeding after blood transfusion (1,000, 1,200, 1,200, and 
2,000 ¢c.cm.), seven cases died of hemorrhage. 


The prognosis of the prematurely born and prophylaxis of birth trauma. 

Sunde analyses the mortality rate in 1,423 premature children whose 
weights at birth were below 2,500 grm. -During the first year 35.8 per 
cent died. In 559 children and adults of six to 21 years there were 7 per 
cent defective of which 5 per cent were feeble minded. These apparently 
normally delivered children were constantly behind normal of their 
own age. 

The commonest birth injury was an intracranial hemorrhage, even 
following a short labour leading to a fatal result or mental defect in 
survivors. 

For this reason Sunde is strongly opposed to induction of labour for 
contracted pelvis, considering the deciding factor not to be a greater or 


smaller child but the final results of the intellectual development of the 
children. 


Results of conservative obstetric operations in the Universitatsfrauenklinik of All- 

manna Barnbordhuset in Stockholm during the years 1919 to 1928. 

The results of obstetric operations carried out at Allmanna Barnbord- 
huset, Stockholm during the years 1919-1928 are as follows :— 

Out of 20,206 labours 1,908 or 6.8 per cent were terminated instru- 
mentally. The maternal mortality after spontaneous delivery was 0.23 
per cent after mild forceps 0.9 per cent umreduced and 0.4 per cent reduced. 
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More complicated vaginal operations unreduced 3.3 per cent and reduced 
1.9 per cent, Czesarean section unreduced 8.3 per cent and reduced 
4.3 per cent. 
R. H. B. Adamson. 


Japanese Journal of Obstetrics and Gynecology. 


Vol xii, December, 1929, No. 4. 

Tubal sterilisation through uterine cavity. Report (I). Experimental 
study of electrocoagulation with rabbits. Sh. Nishizaki. 

Tubal sterilisation through uterine cavity. Report (II). Morphometric 
research on the uterine cavity and the course of the intramural segment 
of the Fallopian tube: Electrocauterisation with the author’s instru- 
ments on the intramural segment of the Fallopian tube of the extirpated 
uterus and its effect. Sh. Nishizaki. 

Experimental studies on metabolism in malignant tumours. Part I. On 
desamidase. Sh. Mizuhara. 

Experimental studies on metabolism in malignant tumours. Part II. On 
Asparaginase in pathological cause. Sh. Mizuhara. 

An unusual case of hemangioma cavernosum in the peritoneal cavity. 
Sh. Nishizaki. 

The ‘‘Ovarian Dosis.” Several instances of pregnancy after irradiation 
with X-rays. K. Ihdima. 

Arrhythmia during menstruation. K. Ihdima. 

*Hydrops universalis congenitus fetus et placente. H. Yagi and H. 
Fujimori. 

*Birth injuries in the new-born. Part III. Autopsical results of intra- 
cranial hemorrhage. 

*Birth injuries in the new born. Part IV. Mortality statistics of new born 
children and investigation of the cause of death based upon autopsy. 
H. Yagi. 

*Early diagnosis of pregnancy by Dienst’s urine reaction. K. Narimatsu. 

Painless labour by local anszethesia. M. Oku. 

Obstetrical and gynzecological observations on the manners and customs 
of Japanese women. R. Hiramatsu. 

A case of congenital hydrops universalis of fetus and placenta. R. 
Hiramatsu. 

Standard degree of the skin pigmentation of nulligravida in Japan. Sh. 
Nishizaki. 

Skin pigmentation during pregnancy. 2. Change of skin pigmentation 
in normal pregnant women and its diagnostic value. Sh. Nishizaki. 
Skin pigmentation during pregnancy. 3. Clinical significance of the skin 

pigmentation in pregnant women for parturition. Sh. Nishizaki. 

Skin pigmentation during pregnancy. Experimental study of the way 
of pigmentation in the skin of pregnant woman and the pigmentation 
degree in toxemia of pregnancy. Sh. Nishizaki. 

Experimental study of pigment absorption in the blood. Report IV. Pig- 
ment absorption in the extirpated liver and the spleen, and the effect 


of pregnancy and blockade on the pigment absorption in those organs. 
Sh. Yunoki. 
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Hydrops universalis congenitus fetus et placentz. 

The features of Yagi and Fugimori’s case may be summarised as follows : 
1. Skin dropsy, hydrothorax, ascites, hydrocephalus internus, hydroperi- 
card, placental dropsy. 2. Subcutaneous hemorrhage, marked intra- 
cerebral haemorrhage. 3. Anomalous parietal bone, sutura intraparietalis. 
4. Stasis in the liver and the spleen, accessory liver. 5. Deformity and 
hypoplasia of the kidneys (horse-shoe kidney). 6. Hypoplasia of the 
glands of internal secretion. 


Birth injuries to the new born. Part IV. Mortality statistics of new born children 
and investigation of the cause of death based upon autopsy. 

Yagi concludes that :—- 

1. The systematic autopsy of dead foetuses is the only means of dis- 
covering the secret of the cause of death in the new born. 

2. Of the 144 instances on which autopsy was performed consecutively 
after the instances reported in the first article, 50 were cases of intra- 
cranial hemorrhage, which surpass the cases of suffocatory asphyxia 
formerly believed to be the chief cause of the foetal death at delivery. 

3. The significance of asphyxia neonatorum has gradually lost its 
importance, and autopsy shows that very many instances can be explained 
by haemorrhage in reality. 

4. Of the various kinds of hemorrhage, subdural hemorrhage occurs 
most frequently (88 per cent) and then come in order leptomeningeal 
heemorrhage (26 per cent), intraventricular haemorrhage (18 per cent), 
intracerebral haemorrhage (10 per cent), and epidural hemorrhage (6 per 
cent). 

5. Some subdural hemorrhages are caused by rupture of the tentorium 
cerebelli and the falx cerebri, but others are not due to such ruptures. 

6. The mechanism of intracranial hemorrhage is explained by a tri- 
angular relation deduced from the clinical and autopsical results. The 
triangular relation is between stasis (disturbance in the intracranial circu- 
lation), pressure (change in dimensions of the skull) and resistance (the 
tissue of the foetus, maturity and anomalies). 

7. As prophylaxis for haemorrhage may be mentioned two grave pro- 
cedures ; first, prophylaxis against disturbance of intracranial circulation 
(by intrauterine suffocation, delayed labour, etc.), then, prophylaxis 
against compression of the cranium (by forceps, forced manual extraction, 
ete.). 

8. To draw conclusions from the above results, intracranial heemor- 
rhage occupies the first position as the cause of foetal death in labour, 
and its rate in the dissected foetuses is 34 per cent (about 30 per 
cent of the total of dead foetuses). Asphyxia and pneumonia come next, 
accounting for 28 per cent of the foetuses on which autopsy was performed ; 
asphyxia and hemorrhage have been frequently confused and some points 
in their causal relation have not been fully elucidated. Hzeemorrhage and 
suffocation have an intimate relation to the duration of labour, and are 
greatly affected by obstetrical intervention. It is a great duty for 
obstetricians therefore to avoid delay in labour as the method of manage- 
ment and to avoid operative activism, thus not to cause lesions; and also 
to make premature labour as infrequent as possible. Socially there are 
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the problems. of amelioration of the living conditions of the pregnant 
woman, establishment of obstetrical hospitals, etc. It is also important 
that technical improvement on the part of obstetricians and midwives 
should go hand in hand with this. 


Early diagnosis of pregnancy by Dienst’s urine reaction. 

Narimatsu concludes that the ninhydrin reaction is not produced only 
by antithrombin as maintained by Dienst. It can be produced with amino- 
acids or other substances positive with ninhydrin. The phenomenon of that 
reaction, therefore, cannot be properly attributed only to antithrombin even 
when judged from the theoretical standpoint. Bees. 


The Cancer Review. 


The following abstracts are abstracted from ‘‘The Cancer. Review: A 
Journal of Abstracts,” by kind permission of the British Empire Cancer 
Campaign. 

Vol. V, No. 3, 1930. 


Unusual situation for chordoma.— S. RuspascHow. Zentralb. f. Chir., 1929, 56, 
pp. 137-138. 

A baby 24 hours old was brought to hospital suffering from a tumour 
which projected from the mouth and made suckling impossible. The 
pedicle of the tumour was connected with the superior maxillary bone. 
The stalk was ligatured and the tumour removed. It was found to be a 
chordoma. (Very few clinical details and practically no details of morbid 
anatomy are given.) 


Cc. E. Dukes. 


Case of congenital lymphosarcoma of pancreas.— P. EICHLER. Zeits. f. Pathol., 
1928, 36, pp. 326-333; 4 figs. 
The tumour described was found in a 7-day-old male infant. 
W. G. Barnard. 


Rhabdomyosarcoma of the ovary.— J. Baris and W. SHAw. Proc. Roy. Soc. 
Med., Section of Obst. and Gynecol., 1929, 22, pp. 320-322. 

A clinical and pathological description of a cystic tumour 21 x 16 x 7.5cm. 
in size, of the right ovary of a woman of 32. Histologically it was 
composed of elongated cells with irregular outline and cross striations, 
scattered among spindle and round cells. No epithelial or cartilaginous 
cells were present to suggest a teratoma. The authors state, that only 
three previous cases of rhabdomyosarcoma of the ovary have been 
described. 


H. J. B. Fry. 


Teratogenous chorionepithelioma of a child’s ovary— E. FREUND. Frankf. 
Zeits. f. Pathol., 1929, 38, pp. 313-318; 2 figs. 

A 7-year-old child with signs and symptoms suggesting a chronic 

appendix abscess suddenly developed an intraperitoneal haemorrhage, and 
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at laparotomy it was found that the blood was escaping from a tumour in 
the region of the right ovary. The tumour was removed and on microscopic 
examination it proved to be a chorion carcinoma arising in a teratoma of 
the ovary. 























W. G. Barnard. 


Ova-containing tumour of the inguinal region — M. Giasunow. Frankf. Zeits. 
f. Pathol., 1928, 36, pp. 380-392; 8 figs. 

A tumour which had been first noticed two years previously was removed 
from the right inguinal region of a 9-year-old girl. It had reached the size 
of a hen’s egg, was not painful and was not adherent to the skin. Its micro- 
scopic structure was partly young embryonic fibrous tissue and partly 
well-formed epithelium. There were, however, some large cells with clear 
protoplasm, resembling ova, in the tumour. The nature of these cells forms 
the chief interest of the tumour and is discussed at length. 

W. G. Barnard. 


Case of typical folliculoma of ovary.— E. Picarp. 
_ 5) PP- 647-653; 4 figs. 

This was removed at operation from a married woman of 35, the mother 
of a healthy 5-year-old child. She had suffered from menstrual irregularities 
for three years. 

The tumour was partly cystic and partly solid and about the size of 
an infant’s head. Typical Graafian follicles and ova were found in the 
microscopic examination of the solid parts of the tumour. 

W. G. Barnard. 





Ann, d’Anat. Pathol., 1928, 


Perivascular neuromyoma of uterus.— G. DuRANT and LEMELAND. Ann. d’Anat. 
Pathol., 1928, 5, pp. 489-512; 6 figs., 1 plate. 

This tumour, the size of a hazel nut, was found in the right wall of a 
uterus suspected of chorion carcinoma. The patient had had a hydatidi- 
form mole two years before. It was made up of muscle cells and of islands 
of polygonal and elongated epithelioid cells often arranged round blood- 
vessels. The authors satisfied themselves by special staining methods 
and by the appearance of the nuclei that the epithelioid cells were nervous, 
and liken their tumour to the glomus tumours described by Mason. 

(The tumour appears to be like some of the tumours which have been 
described as mixed carcinoma and sarcoma of uterus.) 


W. G. Barnard. 


















Sarcoma of the uterus. J. A. CORSCADEN. 
21, pp. 155-168. 

The author gives a detailed survey of the available literature on this 
subject and describes three cases personally observed. He criticizes the 
statistics which place its incidence in fibromyomas as high as 12 per cent, 
and believes that Evans’ figure of 0.39 per cent is the correct one. Were 
the 12 per cent figure correct, fibromyomas of the uterus would be respon- 
sible for a large mortality, and that this is not the case is proved by an 
investigation of over 40,000 cases reported in connection with X-ray treat- 
ment of these tumours. A false criterion of malignancy is, according to 
the author, responsible for this statistical error. A large number of fibro- 


Amer. Jour. of Roentgenol., 1929, 
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myomas show morphological changes more or less closely resembling 
malignant tumours, but statistical studies show that they probably cause 
no more embarassment to the host than do other fibromyomas. The only 
safe criterion for the diagnosis of sarcoma of the uterus is infiltrative and 
destructive growth. Mere richness in cells and mitoses and the presence 
of irregularities in the size of cells do not constitute sarcoma. The following 
three cases are described in detail. (1) A malignant tumour developing in 
a fibromyoma of the broad ligament. (2) A malignant tumour apparently 
arising from an intramural fibromyoma. (3) A case of sarcoma in the 
uterus treated by radium and X-rays. Case 3 is of interest because some. 
authors have attempted to establish a connexion between irradiation and 


the development of malignancy in the uterus. The paper is well illustrated 
and there are 139 references. 


P. J. Kerley. 


Endometriomas.— J. Stowz, Cas. Lék. Cesk., 1928, 67, pp. 395-401; 3 figs. 


Discussion of the pathogenesis of endometriomas, with summary of the 
available literature relating to endometriosis of the intestinal tract. 
Description of a case occurring in the intestine of a woman of 34, just above 


the valve of Bauhin. The tumour, which was of apple size, was removed 
successfully with good recovery. 


Hoscalek. 


Ulceration of bladder siraulating carcinoma following use of radium in cervix.— 
I. W. Kaun. Urol. and Cutan. Rev., 1927, 31, p. 360. 
Case of ulceration of the bladder following radium treatment of cancer 
of the uterine cervix. Cystoscopically the ulcerated patch was suspected 
as being carcinomatous, but no malignant tissue was found on biopsy. 


F. Cavers. 


Incidence of malignancy at a hospital for Chinese— M. E. McDANIEL. 
Med. Jour., 1929, 43, pp. 601-603. 
A tabulation of the sites of 152 malignant tumours observed among 
7,988 in-patients at a hospital receiving Chinese women and children only. 
The tumours include 58 carcinomas of the uterus and 42 of the breast. 


China 


E. L. Kennaway. 
Vol. V, No. 4, 1930. 


Discussion on the influence of pregnancy upon malignant tumours.— WAaGNER. Ueber 
das schnelle Wachsthum bdsartiger Geschwiilste in der Schwanger- 


schaft. Discussion by HORNUNG, STRASSMAN, HEINSINZ, HAMMER- 
SCHLAG; reply by WaGNnER. Klin. Woch., 1929, 8, p. 2257. 

Wagner described several cases in which malignant tumours had 
apparently been stimulated by pregnancy to undergo rapid growth. A 
woman of 38 became pregnant about a year after an operation for sarcoma 
of the abdominal fascia: there then set in pulmonary symptoms rapidly 
leading to extreme dyspnoea; X-ray pictures showed widespread neo- 
plasms in both lungs ; the uterus was emptied, but death occurred in a few 
days; necropsy showed sarcoma aiid also tuberculosis of the lungs. In 
another case carcinoma of the skin of the umbilicus was operated upon two 
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years before pregnancy began; at the fifth month nothing abnormal was 
found, but three weeks later there was a cancer of child’s-head size in the 
uterus; death shortly after operation. Several similar cases had come 
under the author’s observervation ; in one case the original tumour removed 
was a carcinoma, that occurring in pregnancy a sarcoma of another organ. 
Schmidt, who collected 46 cases in which malignant tumours appeared 
during pregnancy and showed unusually rapid growth, advised interruption 
of pregnancy in patients with cancer of breast, rectum, etc., not only of 
the genital organs. 

In this paper Wagner suggests that during pregnancy either some 
protective substance already present diminishes, or else there occur 
disturbances in hormonic equilibrium. The increase of surface tension 
and cholesterol content of the serum which occurs in pregnancy might 
also play a part. It is remarkable that cancer of the uterus itself has only 
rarely been observed to show increased growth during pregnancy. 

Hornung stated that in 11 cases coming under his observation pregnancy 
had seemed to favour rapid growth of tumours which had, from clinical 
evidence, been present previously but had been growing slowly. 

Strassmann stated that in all forms of cancer, including uterine 
carcinoma, the prognosis was unusually bad during pregnancy, owing to 
increased rate of growth of the tumours. 

Heinsinz, on the other hand, instanced a case of mediastinal tumour 
(no details given in present report) which was held to justify the 
termination of pregnancy in the third month, but .after X-ray treatment 
the growth came to a standstill and had remained in this state up to time 
of reporting (seventh month). 

Hammerschlag stated that he had observed nine cases in which 
carcinoma had shown no increase in malignancy during pregnancy. In 
one case, however, which had been apparently cured, lung metastases 
appeared. He thought sarcoma was more inclined than carcinoma to 
become more malignant in pregnancy. 

Wagner, in replying, emphasized the fact that there were definitely 
established cases in which a woman who had before pregnancy been 
operated upon with apparent cure had during pregnancy shown either signs 
of recurrence of metastasis or had developed a malignant growth of different 
type, the growth in either case showing unusually high malignancy. Even 
if these cases were relatively infrequent, they pointed to the need of (1) 
careful examination when the patient became pregnant, (2) irradiation 
treatment when signs of malignancy were detected, (3) termination of 
pregnancy if the neoplasm showed rapid growth. (Cancer Review, 1926, 
1, Abstract 698; 1927, 2, Abstract 19; 1928, 3, Abstracts 302-305). 

F. Cavers. 


Treatment of concerous cachexia.— J. Pay. Wein. Klin. Woch., 1929, 47, 
PP. 321-322. 

The author deals with the causation and treatment of cancerous 
cachexia. Among the factors which determine the extent of cachexia are 
the site, rate of growth and degree of malignancy of the tumour, and the 
presence or absence of hzemorrhages. In young subjects cachexia develops 
less rapidly and less intensely than in older patients. In cancers of the 
skin and mucous membranes it depends upon the breaking down of the 
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tumour tissue and consequent ulceration and hemorrhage. According to 
Roessingh it is due to injury to the bone-marrow. In cancer cachexia, as 
in pernicious anzemia, there is a deficiency of erythocytes. More than 4o 
years ago Miiller observed that in various diseases causing breakdown of 
tissue the nitrogen output of the urine was increased. The breaking down 
of proteins may produce toxic substances, but in cancer the processes 
involved and their toxic products are apparently not the same as in febrile 
protein breakdown and toxzemia. 

The treatment of cachexia is of great importarce from two points of 
view. First, advanced cachexia often forms a contra-indication to opera- 
tion and thus debars palliative if not curative surgical treatment. Secondly, 
relief of cachexia causes improvement in appetite and general well-being 
in cases beyond hope of other forms of treatment. From jhis study of liver 
treatment of pernicious anaemia, Pal concluded that the effects of liver 
diet and liver extracts were attributable to the stimulation of the bone- 
marrow by substances present in the liver. Marrow-stimulating substances 
are also present in the suprarenal cortex, spleen, testis, ovary, pituitary 
(anterior lobe), thymus, lungs and muscles. Among these substances are 
various amines, especially histamin, histidin, lysin, arginin and allied 
bodies, and cholin; the suprarenal cortex, for instance, is rich in both 
histamin and cholin. These tissues, or their extracts, may be given by 
mouth or by injection. It was found that the best results were obtained 
by giving these in small doses and by alternations and combinations of the 
different substances. 

Two cases of gastric carcinoma are mentioned. In one case, treated 
with suprarenal extract, the erythrocyte count rose in a fortnight from 
2.8 to 3.5 millions; in the other, with small doses of histamin it rose in a 
fortnight from 2.9 to 4.4 millions; both patients regained appetite and 
showed general improvement, but the second died soon afterwards from 
hematemesis. Other patients with inoperable cancers showed similar 
improvement, with raised erythrocyte count. (Cancer Review, 1930, 5, 
Abstracts 15-17). 


F. Cavers. 


Tumours of the ovary A. Bapes. Etude sur le folliculome de l’ovaire a 
cellules de la granulosa. Gynécol. et Obst., 1928, 18, pp. 129-149. 
M. Esser. Ueber das Folliculoma seu Oophoroma ovarii. Monats. 
f. Geburtsh. u. Gyndkol., 1928, 78, pp. 440-444. A. HoRRMANN. 
Granulosazellgeschwulst des Ovars. Ibid., 1928, 30, pp. 143-145. 
A. Bar. Ueber einen Fall von Leiomyom des Ovariums. Zeits. f. 
Geburtsh. u. Gynédkol., 1929, 94, pp. 702-709. H. KoniEr. Ueber 
gutartige Ovarialtumoren jenseits des Klimakteriums. Miinch. med. 
Woch. 1928, 79, pp. 1204-1205. H. O. NEUMANN. Fibroma ovarii 
adenocysticum. Zentralb. f. Gynikol., 1928, 52, pp. 2516-2518. 
A. Liepold. Melanotische Pigmentbildung in einem Ovarialkystom. 
Arch. f. Gynékol., 1928, 134, pp. 496-500. A. CosacEsco. A propos 
des kystes de l’ovaire 4 la suite des hystérectomies pour fibromes. 
Gynécol. et Obst., 1928, 18, pp. 428-432. G. WERTH. Beitrag zur 
Pathologie und Klinik der Struma ovarii. Zentralb. f. Gyndkol., 
1928, 52, pp. 2044-2957. H. DusoucHErR and J. MONTPELLIER. 
Tumeur de Krukenberg; histogénésis du stroma. Bruxelles Méd., 





388 Journal of Obstetrics and Gynaecology 


1929, 9, Pp. 961-963. FLEURENT. A propos de la symptomatologie 
du cancer ovarien. Bull. Soc. Obst. et Gynécol., 1928, 17, p. 678. 
W. ROSENSTEIN. Ueber Doppelseitigkeit bei Ovarialtumoren. Monats. 
f. Geburtsh. u. Gynikol., 1928, 92, pp. 350-378. LAMBRET and 
RAZEMON. Métastase tradive dans les ganglions axillaires d’un 
kyste mucoide malin de l’ovaire sans recessive locale. Presse Mé., 
1929, 37, P- 425. KLEIN. Seltene Implantationmetastasen nach 
Ovarialpapillom. Klin. Woch., 1929, 8, p. 250. R. Bruut. Der- 
moidale und epidermoidale Cystchen und endometroide Bildungen 
im Ovarium. Zeits. f. Geburtsh, u. Gyndkol., 1929, 94, pp. 166-173. 
H. PARREIRA and M. pa G. Strva. Cancro do ovario dereito do tipo 
‘seminoma’ nuna mulher com infantilismo dos érgaos genitais. Arq. 
de Patol., 1928, 2, pp. 152-161; 8 figs. A. ALrHaBr and D. CoLmias. 
Seminoma del ovario. Semana Méd., 1928, 2, pp. 352-356. LOMBARD. 
Tumeur de l’ovaire a4 structure de seminome chez une petite fille. 
Presse Méd., 1929, 37, p. 490. E. SCHLEYER. Ueber die Resultate der 
Operativen Behandlung der Ovarialkarzinome. Monats. f. Geburtsh. 
u. Gyndkol., &928, 78, pp. 304-314. 

Babés describes a case of bilateral ovarian folliculomas (also called 
oophoromas and granulosa-cell tumours). In a woman of 36, with five 
children, the menses had ceased for three months, during which time she 
had abdominal pain, vomiting, evening rises in temperature, and increasing 
abdominal swelling. Diagnosis: cystic tumour, probably ovarian. At 
operation: ascites (1o litres); bilateral ovarian tumours, with papillo- 
matous peritoneal metastases; both ovaries removed; good recovery. The 
tumours had a nodular surface and were made up of numerous, partly solid 
and partly cystic, masses of lentil to hazel-nut size. The solid portions 
consisted of (1) solid epithelial strands and (2) alveolar cavities which 
were of the size of primordial follicles and were lined by a single layer of 
cubical epithelium. The cysts were lined by many-layered epithelium 
corresponding to that of zona granulosa. 

The author reviews the available literature and points out that these 
ovarian folliculomas usually grow rapidly and are frequently malignant 
both clinically and histologically. (Cancer Review, 1927, 2, Abstract 172). 

Two further cases of ovarian folliculoma. Esser, describing a tumour 
of hazel-nut size found incidentally at necropsy on a woman of 64 and 
presenting the naked-eye features of a fibroma, states that he could find 
only 11 cases of true folliculoma in the available literature. In Horrmann’s 
patient, a woman of 33 with a tumour of the right ovary, the menses had 
been irregular for about a year but after the removal of the tumour they 
became regular, hence the author concludes that the granulosa cells from 
which these tumours arise exert a regulating influence on the menstrual 
cycle. 

Bar examined a large ovarian tumour, weighing 3.5 kilos, removed 
from a nulliparous woman of 47, and found it to be a pure leiomyoma. 
Ovarian myomas are rare and their mode of origin obscure. 

Kohler describes two cases of large ovarian fibromas in women aged 63 
and 71. The author notes other cases, recorded in the available literature, 
of rapidly growing ovarian tumours in old women, suspected of being 
malignant but proving benign when removed. 

Neumann describes two rare ovarian tumours, found in women of 41 
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and 66. In both cases the tumour occurred in the left ovary; one was 
of cherry-stone and the other of hazel-nut size. In each case it consisted 
of a fibromatous portion (dense connective tissue with few blood-vessels) 
and, lying in this stroma, tubular glands varying in form but all containing 
serous fluid not giving mucin reactions. The lining epithelium varied 
from cylindrical to flattened endothelium-like cells. The type of tumour, 
which shows a close resemblance to a mammary fibro-adenoma, thus differ- 
ing from the more usual purely epithelial cystadenomatous type of ovarian 
tumour, was designated as ‘fibroma ovarii adenocysticum serosum benig- 
num’ by Frankl in his classification of ovarian tumours. 

In describing a multilocular pseudomucinous ovarian cystoma, Liepold 
states that one of the cysts was found to have its inner wall covered by 
epithelial cells containing brownish-black pigment granules. These gave 
the microchemical reactions of true melanin, and the author suggests that 
the tumour arose from a persistent island of embryonic dermoid tissue. 

From cases in his own and in other Rumanian clinics, Cosacesco finds 
that hysterectomy for fibroids is fairly often followed by the occurrence 
of cystic ovarian tumours, accompanied by ovarian insufficiency. He 
suggests that operation for fibroids should be conservative, at least a 
portion of the uterus being left behind. 

Werth describes an ovarian tumour made up mainly of numerous cystic 
cavities lined by cubical epithelium and containing colloid material, the 
whole closely resembling in structure normal thyroid tissue. The septa 
and capsule consisted of connective tissue, but no other types of tissue 
were found. The author, following Pick’s views, interprets the tumour 
as an ovarian struma, i.e., a teratoma with differentiation of thyroid gland 
tissue alone. (Cancer Review, 1929, 4, Abstracts 738, 739.) 


From a histological study of a typical Krukenberg ovarian tumour, 
Duboucher and Montpellier conclude that the sarcoma-like stroma found 
in these tumours is produced by metaplasia and collagenous change in 
the mucus-secreting carcinomatous cells. 

Fleurent’s patient, a woman of 53, with menopause at 50, had painless 
uterine hemorrhage for several months. Examination showed nothing 
except firm swelling of the right uterine cornu; biopsy (curettage) was 
negative. For three weeks the discharge ceased, but as it then became 
more copious than at first the author operated and found a fibroma in the 
right cornu and a carcinoma of the right ovary. The author, like many 
others, points out the frequency with which post-climacteric haemorrhage 
is associated with ovarian tumours. 

Rosenstein discusses, with references to the available literature on 
bilateral malignant ovarian tumours the suggestion made by Pfannenstiel 
and other writers that when one ovary is found to be carcinomatous the 
other ovary should be removed irrespective of its appearance and and of 
the patient’s age. He supports this suggestion, and would apply it also 
to every case of papillary tumour, endothelioma and sarcoma. 

Neumann reviews 38 cases of ovarian carcinoma in which the uterus 
also was removed. In six cases metastasis to the uterus had occurred ; 
in the remaining 32 cases the uterus contained benign (fibromyomatous) 
tumours. The modes of spread included direct continuity, direct transport 
through the tubes, and carriage by the lymph and blood-vessels, The 
L 
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author advises that the uterus and adnexa should be removed in all cases 
of ovarian caticer. 

Lambret and Razemon describe the case of a woman who had been 
operated upon five years previously for cystic carcinoma of the left ovary, 
and who now returned with two hard enlarged glands in the left axilla. 
The breast was normal. The glands were found on biopsy to contain 
carcinoma of ovarian type and were removed. There was no evidence of 
local recurrence in the pelvis or abdomen, and the authors could not find 
in the available literature a previous record of ovarian cancer giving rise 
to belated distant lymph-gland metastases without local recurrence. 

Klein describes a case in which an ovarian papilloma was removed 
and, seven years later, a large papillary tumour, presumably a metastasis, 
appeared in the vagina. The case is regarded as showing (1) the possibility 
of a metastasis being more malignant in nature than the primary tumour, 
(2) the advisabllity of post-operative radiotherapy with a view to prevent- 
ing metastasis. 

Bruhl describes two cases of cystic ovarian tumours. Case 1: in the 
left ovary a pseudomucinous cystoma showing carcinomatous change; 
in the right ovary a dermoid cyst containing skin and appendages, thyroid- 
gland tissue, and structures corresponding to the upper air-passages, and 
on the surface of the ovary endometrioid proliferations growing in towards 
the ovarian cortex. Case 2: left tube and ovary adherent; on the ovary 
a stalked cyst with endometrioid tissue in its walls. 

As regards the pathogenesis of the endometriosis, the author suggests 
that in Case 1 this had arisen from serosal (peritoneal) tissue and in 
Case 2 from dislocated portions of the fimbria ovarica of the adherent tube. 

Three cases of ovarian seminoma. In Parreira and Silva’s case a woman 
of 41 had never menstruated and the external genitals and breasts were like 
those of a girl of about ten years, but there were no signs of other endocrine 
secretions. Operation for a mobile painful hypogastric tumour revealed 
a seminoma of the right ovary; the ovarian tissue proper was in a rudi- 
mentary stage of development. The case described by Althabe and Colillas 
occurred in a woman of 27. The tumour, found shortly after the second 
pregnancy, showed large rounded cells with irregularly shaped nuclei and 
acidophile cytoplasmic granules, abundant leucocytic and lymphocytic 
infiltration ; the stroma and outer portions were fibrous, the latter sending 
in septa dividing the tumour into chambers. Lombard’s patient, a girl 
of twelve years, was operated on for a subumbilical tumour accompanied 
by general abdominal pain and diagnosed clinically as an ovarian growth 
with twisted pedicle and ascites. The tumour contained numerous 
heemorrhagic areas. 

Schleyer deals with 115 patients operated on at the Vienna Gynzeco- 
logical Clinic for ovarian carcinoma from 1910 to 1925. Of these, 18 cases 
were found on exploratory laparotomy to be inoperable and are not 
included in the following statistics: primary mortality 12.37 per cent 
(12 of the 97 patients) ; in 39 cases out of the 97, the cancer was apparently 
limited to the ovary itself; out of 57 patients who survived for more than 
a year, 12 could not be traced further, 24 died in less than flve years, and 
21 were alive for more than five years after operation. 

Of the 115 cases, in 102 the ovarian carcinoma was primary and in 
13 metastasic (12 from gastric and one from uterine carcinoma). Of the 102 
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ptimary cancers, 72 were found to have arisen by malignant change in 
cystomas. Of the 30 cancers which did not arise from cystomas, 12 were 
inoperable, and of the remaining 18 cases only three showed five-year 
survival (17 per cent). The incidence of five-year survival in the remaining 
traced cases was as follows: 32 cancers from cystadeonma with nine 
survivals (28 per cent); 21 cancers from papilliferous cysts with five sur- 
vivals (rg per cent); 11 cancers from pseudomucinous cysts with five 
survivals (45.4 per cent). The papilliferous cyst carcinomas show a bad 
prognosis because the disease frequently affects both ovaries and 
metastasizes early and extensively. Only one of the 13 cases of metastatic 
ovarian cancer survived for five years. 


The prognosis of ovarian cancer in general is decidedly bad, but 
improved results may be expected from (1) earlier diagnosis, (2) radical 
operative removal of every Ovarian tumour irrespective of its size and 
general appearance, (3) post-operative X-ray treatment. 

F. Cavers. 


Early diagnosis of precancer and cancer of the uterus. H. HINSELMANN. 
Makroskopische oder kolposkopische Diagnose der Portioleuko- 
plakien? Miinch. med. Woch., 1928, 75, pp. 1714-1715. H. HinsEL- 
MANN. Der Bau und die Entwickelung der papillarapikalen. 
Ieukoplakien und ihre Bedeutung fiir die Aetiologie der Leuko- 
plakien. Ibid., pp. 2063-2064; 1 fig. E. PREISSECKER. Zur Friih- 
diagnose des Portiokarzinoms. Zentralb. f. Gynékol., 1929, 53, pp- 
11-15. M. BoscuHeEtt1. I] glicogeno e le biopsie uterine. Rif. Med. 
1929, 45, Pp. 338. LANDSMANN and ErnocH. Ueber die Leukoplakie 
der Portio vaginalis uteri und ihre Beziehung zum Karzinom. 
Dermatol. Woch., 1929, 88, p. 728. A. BaBEs. Diagnostic du cancer 
du col utérin par les frottis. Presse Méd., 1928, 36, pp. 451-454. 
O. Viana. Le diagnosi precoce del cancro uterino mediano lo 
striscio. Clin. Ostet., 1928, 30, pp. 781-793. H. Herpier. Zur 
Friihdiagnose des Collumkarzinoms. Wien. klin. Woch., 1928, 41, 
pp. 842-843. A. SrrEDEY. Diagnostic précoce du cancer du corps 
utérin ; curettage explorateur. Bull. et Mém. Soc: des Chir. de Paris. 
1929, 21, pp. 311-315. E.ScHarjowrcz. Contribution 4 l’étude du 
diagnostic précoce du cancer de l’utérus. Thése Fac. Méd., Paris 
((ed. E. VIGNE), 1928, 62 pages. 


Hinselmann states that the six cases of leukoplakia of the cervix 
described by writers prior to 1907 (Cancer Review, 1928, 3, Abstracts 395, 
396) were visible to the naked eye on ordinary speculum examination, and 
that he has several times observed patches of macroscopic size. He gives 
a table showing the measurements of the patches in 56 cases of histologically 
proved leukoplakia observed by him, up to the time of writing, with the 
magnifying colposcope (Cancer Review, 1929, 4, p. 305), and states that 
the majority could not have been diagnosed macroscopcally. In the 
microscopic investigation of these leukoplakias some 50,000 serial sections 
have been examined. 


In his examination of serial sections of leukoplakias of the cervix, 
Hinselmann has frequently observed leukoplakic disease of the epithelial 
papillz: which may or may not reach the free surface of the portio, These 
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papillary leukoplakias are very small, the usual size being 60-704. They 
are developed below the surface by growth of the apical region of the 
papillee to form a nest of atypical cells, and as growth and cell division 
proceed they are displaced towards the free surface and become visible with 
the magnifying colposcope. They may be developed from solitary papille 
or from a group of palpilla. The cervical leukoplakias are divided into 
four groups : unipapillary-apical, pluripapillary-apical, basal and papillary- 
basal. The author believes that syphilis is the cause of only a small 
minority of cases of leukopiakia, that in most cases the lesion is due to 
external irritative influences, and that the leukoplakic reaction begins in 
the papille because they consist of growing and sensitive tissue and lie 
near the surface upon which these influences are directed. 

Preissecker has confirmed the results obtained by Hinselmann and by 
Schiller, using the colposcopic and iodine-glycogen-test methods advocated 
by them, but he lays stress upon the need for combining biopsy with these 
methods in order to arrive at a correct diagnosis of early carcinoma of 
the uterine cervix. 

Boschetti states that in his clinic he has been able to confirm the findings 
of Schiller on the value of the glycogen test (Cancer Review, 1929, 4, 
Abstracts 879-881) and those of Hinselmann (Cancer Review, 1929, 4, 
Abstracts 549-560) on that of colposcopy and biopsy in the early diagnosis 
of cancer and precancerous leukoplakia of the portio vaginalis. 

Landesmann and Einoch describe a case of leukoplakia of vaginal 
portion of uterine cervix, in which biopsy revealed a transition to carci- 
noma ; the patient had both chronic gonorrhoea and syphilis, hence clinical 
diagnosis was difficult. 

Babés describes the technique used by him for fixing and staining 
films of curetted material from the uterus in cases of suspected cancer. 
Out of 20 cases proved at operation to be carcinomatous, he obtained 18 
positive results. Diagnosis is based upon atypical characters of the cells 
and especially of the nuclei, the latter being often fusiform, mulberry- 
shaped, or lobulated. Neoplastic elements may be isolated or grouped 
in syncytial masses. Nuclear polymorphism is usually present, and the 
cytoplasm is relatively scanty almost to the point of disappearance. In 
non-malignant lesions the epithelial cells are less numerous in relation to 
blood elements and are regular in form and arrangement and rich in 
cytoplasm. 

Viana discusses various methods of early histological diagnosis of 
uterine carcinoma by means of curettage and excision of pieces of suspected 
tissue. 

Heidler summarizes various modern methods devised for the early 
diagnosis of cervical cancer, on the assumption that the true early cancer 
consists in portio leukoplakia in the form of whitish, opaque smooth, and 
often sharply circumscribed patches. When these are present they should 
be scraped with a sharp spoon that has just been boiled, and the pieces 
examined for atypical appearances of the epithelial cells. He warns against 
the dangers attending the use of sounds and ordinary excision of pieces 
for examination, since the instruments used may cause spread and infection 
of growth. 

Siredey considers that diagnostic curettage of the uterus in cases of 
suspected corporeal cancer should not only be made with the greatest care 
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but also under deep anzesthesia and with everything ready for a hysterec- 
tomy if the biopsy proves positive for carcinoma. Even if it is negative, 
e.g., in a case of submucosal cancer, and the patient has reached or passed 
the menopause and has had irregular hemorrhage, vaginal hysterectomy 
should be performed. 

From available (French) records of clinical findings in cases of uterine 
cancer, Scharjowicz concludes that easily provoked hemorrhage, e.g., 
during palpation or coitus, occurred in at least 60 per cent of cases, 
frequently 8 to 19 months before any other symptoms led to alarm on the 
part of the patient. He regards such haemorrhage as a sign strongly 
suspicious of early cancer, and urges that in every case thorough examina- 
tion should be made; if nothing abnormal is found in the vagina or the 
portio, the cervical canal and uterine cavity should be explored (curettage, 
biopsy, lipiodol filling and X-ray examination). 


F. Cavers. 


Treatment of cancer of the uterus— M. pr FoOuURMESTRAUX. Diathermo- 
coagulation dans le traitement du cancer du col. Presse Méd., 1929, 
37, p- 1381. R. Paonucci. Tre casi di resezione del plesso ipogastrico 
superiore per cancro inoperable dell’ utero. Rinasc. Med., 1928,, 5, 
pp. 97-100. A. GumemMin. La sympathectomie périhypogastrique 
contre les douleurs du cancer utérin. Bull. Soc. Obst. et Gynécol., 
1928, 17, p. 294. I. Jranu. Excision des plexus nerveuses lumbo- 
aortiques et hypogastriques dans les nevralgies du cancer utérin 
inopérable. Rev, frang. de Gynécol. et Obst., 1928, 23, pp. 518-524. 
R. ARCHANGUELSKY. Evaluation comparative des résultats des 
traitements du cancer des organs génitaux chez la femme par la 
méthode opératoire et par la Roentgen-curie-thérapie. Gynécol. et 
Obst., 1928, 18, pp. 324-333. T. MicHOLItscH. Therapie des 
Uteruskarzinoms in der Privatpraxis. Zentralb. f. Gyndkol., 1928, 
52, pp. 3209-3227. W. WEIBEL. Fiinfundzwanzig Jahre Wertheim- 
scher Carcinomoperation. Arch. f. Gynikol., 1929, 135, pp. I-57. 
H. ALBERTIN. Réflexions sur 310 cas de opération de Wertheim pour 
les cancers utérins. Lyon Chir., 1928, 25, pp. 650-667. 

De Fourmestraux claims to have obtained good palliative results in 
treating inoperable cervical cancer by electrocoagulation. After two or 
three sittinge the foul discharge abated or ceased and pain was relieved, 
while after five or six weeks the vegetations were replaced by a hard 
matrix resembling that seen after radium treatment. In operable cases 
this method is useful in sterilizing an infected cervix as a preliminary to 
hysterectomy and in thus preventing one of the most serious dangers of 
the operation. 

Paolucci reports that in three cases of inoperable uterine cancer 
resection of the superior hypogastric nerve plexus was followed by consider- 
able amelioration of the patient’s condition. 

For the relief of lumbar and pelvic neuralgia caused by uterine cancer 
extending to, or compressing, the nerves in his region, Jianu extirpates 
the abdominal aortic and superior hypogastric nerve plexuses, beginning 
at the renal plexus and working down to a point just above the uterosacral 
ligaments. 
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Guillemin reports two similar cases, in each of which bilateral resection 
of these plexuses was followed by almost complete freedom from pain 
during the remainder of the patient’s life. 


Archanguelsky analyses 15,347 cases of uterine cancer, drawn chiefly 
from Russian and German sources, which have been kept under observation 
for at least five years. Of these, 9,259 were treated by operation and 
6,188 by radium and X-rays. The cases are divided into the following 
four well-recognized clinical groups. (1) In the operable group, the per- 
centages of five-year cure are almost identical for operation (38) and 
irradiation (41); here we have to take into account operative mortality, 
which still averages about 12 per cent. (2) In the border-line group the 
percentages for operation and irradiation are 5 and 24. (3, 4) In the 
inoperable and the hopeless (with distant metastasis) groups, operation 
gives practically no cures, while irradiation gives about nine per cent for 
all female genital cancers, ten per cent for cervical and six per cent for 
corporeal cancers. 


Micholitsch deals with some of the problems which confront the general 
practitioner when called upon to advise or do something for patients who 
are unwilling to go to hospital or to a specialist, or who have already had 
hospital or specialist treatment, or who have been told that the disease 
has reached an inoperable stage and that irradiation is the sole resource 
left to them. Having himself acquired the necessary experience, he has 
frequently operated, radically or palliatively, with good results, but on 
the whole he is against hysterectomy being done in general practice except 
as a matter of absolute necessity. His observations have made him 
extremely sceptical regarding the reported benefits of post-operative radio- 
therapy, and he has frequently observed injury, and not once the slightest 
beneficial result, in cases where irradiation with X-rays or radium, or both, 
has been given on account of local recurrence or metastasis. 


Weibel states that of 1,500 cases of uterine carcinoma subjected to 
Wertheim hysterectomy during the 25-year period 1898 to 1922 at the 
Vienna University Clinic, the last 500 are excluded from the present report 
as regards the question of cure. Besides the 1,500 cases operated upon, 
there were 1,515 hopelessly inoperable cases during this period. Among 
the 1,500: cases only: 6.5 per cent are classed as ‘quite early,’ 50 per cent as 
‘easily operable’ and more than 14 per cent as ‘very difficult’ or ‘border- 
line’ cases. This classification has remained practically unchanged during 
the 25 years, and the energetic propaganda carried on in Vienna during 
the latter half of the period has been apparently quite fruitless in respect 
of the stage at which patients have been first seen. 


In 774 cases lumbar anzesthesia was used, with one anzesthetic death ; 
there were only three anzesthetic deaths in the entire series of 1,500 cases. 
In 45 per cent the adjacent lymph glands were removed and carcinoma found 
in less than half of these cases; even in very advanced and large cancers 
involving the parametrial tissue the glands may be free from carcinoma. 
Statistics are given of operative injuries to bladder, ureter and bowel and 
of post-operative complications. Post-operative deaths in the first 1,000 
cases were 16.3 per cent, in the last 500 cases nine per cent. 


The figures regarding recurrence within flve years after operation are 
interesting. The percentage in the ‘early’ cases was only 1.85; in the 
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‘easily operable’ cases, 40; in the ‘difficult’ cases, 47.7 per cent; and in 
the ‘very difficult’ cases, 84.5 per cent. 

Of the 1,000 patients operated upon more than five years ago, 470 lived 
for five years or more after operation, 400 of them being free from observable 
recurrence or metastasis. The results were worse in cases 501—1,000 than 
in cases 1—500; this the author attributes to the fact that in the second 
group (which included the period of the Great War) junior surgeons 
operated much more frequently than in the first group and owing to their 
more limited experience operated less radically on the whole. 

According to Albertin, who deals with 310 cases of uterine cancer 
(60 corporeal, 250 cervical), in deciding upon radical operation as opposed 
to subtotal hysterectomy the patient’s general condition (as to fever, urinary 
disturbances, cachexia and anaemia) must be taken into account, not merely 
the local findings. Of the latter the most important is the mobility of the 
cervix, since fixation practically always indicates widespread parametrial 
infiltration and contra-indicates Wertheim’s operation. The author has 
found that pre-operative radium treatment improves the operative con- 
ditions and therefore the prognosis. In his own cases the interval between 
irradiation and operation has been varied from one to six months, but he 
considers that as a rule it should not exceed one month. 


F. Cavers. 


Importance of cystoscopy in operative and radiological treatment of uterine cancer.— 
F,. HEINMANN. Chirurg, 1929, 1, pp. 687-691. 

The bladder changes observed in cases of uterine carcinoma are divided 
into the following four groups or stages : (1) swelling of the trigone, leading 
to definitely cystic changes; (2) circulatory disturbances in the bladder 
wall, with commencing cedema; (3) bullous cedema; (4) perforation and 
fistula formation. Cystoscopy is regarded as absolutely essential for pro- 
gnosis in operations for uterine cancer. The author has in several hundred 
cases made repeated bladder examinations before, during and after X-ray 
and radium treatment, comparing the cystoscopic appearances with the 
palpation findings, and notes that between these there is usually a close 
correspondence though not always strict parallelism. (Cancer Review, 
1929, 4, Abstract 1263.) 
Pseudomyxoma peritoneii— BANIECKI. Ueber das Pseudomyxoma peritonei. 

Zentralb. f. Gynékol., 1929, 53, pp. 1974-1975. Discussion of 
Baniecki’s paper by ALBERT, LAHM, EnriicH. Ibid., pp. 1975-1976. 
NAESLUND. Zur Kenntnis des Pseudomyxoma peritonei e processu 
vermiforme. Upsala Liékar. Férhandl., 1928, 34, pp. 1-218; 136 figs 
P. LecENE. Sur deux cas du pseudomyxoma du péritoine. Bull. et 
Mém. Soc. Nat. de Chir., 1928, 54, pp. 830-833). Orro. Pseudo- 
myxoma peritonei. Zentralb. f. Gynekol., 1928, 52, pp. 2425-2426. 
Fcur. Ueber Pseudomyxoma peritonei. Klin. Woch., 1929, 8, p. 330. 

Baniecki points out that histologically benign tumours may be clinically 
malignant if their site, size and spread interfere with vital functions. 
A cystadenoma of the ovary may become clinically malignant when rupture 
of the capsule results in escape of the contents into the peritoneal cavity. 
Pseudomyxoma peritonei may arise in three ways: (1) from an ovarian 
pseudomucinous cystoma, (2) from a myxomatous appendix, (3) when ovary 
and appendix simultaneously undergo myxomatous change. 
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The prognosis of this disease is grave because it is almost impossible 
to remove the numerous implanted tumours ; recurrence is almost invariable, 
and death frequently occurs from ileus or other pressure effects of the often 
enormous masses present in the peritoneal cavity. Baniecki describes 
two cases, both of ovarian origin; in one of these the ovarian tumour 
showed in parts dermoid-cyst characters, hence he suggests that pseudo- 
mucinous tumours are teratomas in which only the ectodermal elements 
develop. 

Baniecki’s paper was discussed by Albert, Lahm and Ehrlich. Albert 
urged that when one ovary is found to be myxomatous the other ovary, 
though apparently normal, should also be removed. He had operated on 
a case in which the right ovary was of child’s-head size, the appendix 
also enlarged and myxomatous, and the peritoneal cavity contained about 
1o litres of myxomatous substance. The healthy-looking left ovary was 
not removed. Nearly two years later the signs and symptoms recurred, 
and at laparatomy the left ovary was found greatly enlarged and the 
abdomen again contained about 1o litres of myxomatous material. Lahm 
had operated on an unusual case in which the numerous implanted jelly 
masses had arisen from an ovarian fibroma that had undergone mucinous 
change. There were no epithelial cells in the ovarian tumour or the 
secondary masses. Ehrlich expressed the opinion that in every case of 
unilateral ovarian cystoma, whether myxomatous or not, the other ovary 
should be removed, in view of the tendency to bilateral cystomatous change. 

In the first part of his long paper, which includes nine pages of 
bibliography, Naeslund states that by ligating the base of the appendix 
in newly-born rabbits he succeeded in from 12 to 18 months in producing 
a large mucus-containing sac (mucocele), sometimes with diverticula. In 
some cases the mucocele ruptured and the mucus reappeared in pea-sized 
epithelium-covered tumours (pseudomyxomas) lying free or stalked in the 
omentum and in the serous memrane of the intestine itself. 

The second part of the paper deals with the occurrence of similar 
tumours in man. The author observed 12 such cases, all accidental 
operative or post-mortem findings ; nine were in men and three in women, 
making with those found in the available literature a total of 48 cases in 
men and 41 women. Histologically the same picture was found in the 
human peritoneal pseudomyxomas as in the lesions produced experi- 
mentally in rabbits. 

Lucéne describes two cases of peritoneal pseudomyxoma following 
rupture of mucoid ovarian cysts. He points out that whenever a surgeon 
on opening the abdomen finds a viscid fluid adherent over the whole 
peritoneum and causing in it only a diffuse redness he should look for a 
ruptured ovarian cyst or a ruptured cystic appendix, and that the ovary 
or appendix should be completely removed in order to prevent recurrence 
of the condition. 

In Otto’s case a nulliparous women of 56 had, since the menopause two 
years previously, suffered from frequent vomiting, had lost appetite, and 
had noticed progressive abdominal distention. When admitted to hospital 
she showed cachexia, and a diagnosis of hepatic cirrhosis with ascites was 
made at first. Examination showed cystic tumour masses in the pouch 
of Douglas, with a normal-sized uterus pushed forwards. Paracentesis was 
attempted twice without result, then with a large trocar a few centimetres 
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of thick fluid were obtained, and as this proved to be pseudomucin-8 a 
diagnosis was made of pseudomyxoma of ovarian origin. At operation 
there were found bilateral ovarian cystomas of fist size, which had thin 
and in places ruptured walls; these were removed with the corpus uteri 
but it proved impossible to clear out all the thick gelatinous masses 
occupying the peritoneal cavity. Good recovery, with increase in weight 
and no apparent recurrence after three months, but further prognosis is 
doubtful since permanent cure of this condition has not hitherto been 
recorded. 

In a case of peritoneal pseudomyxoma arising from a ruptured appendix, 
Fahr found on histological examination that the appendix contained no 
lymph follicles and that the entire epithelium had developed as mucus- 
secreting goblet cells, a transformation which accounts for the excessive 
production of mucus. 


F. Cavers. 


The advantages of radiation in the treatment of cancer of the cervix uteri.— 
M. DonaLpson. Radiol. Review, 1929, 51, pp. 483-486. 

The author discusses the different arguments for and against the treat- 
ment of cancer of the cervix by radium alone and comes to the conclusion 
that radium is to be preferred to operation because (1) the mortality is 
negligible, (2) statistics of survival rate following radiation are at least as 
good as those following hysterectomy, (3) by improving the technique of 
radiation the number of patients seeking treatment earlier will be greater 
and the successful results correspondingly increased, (4) it will bring into 
* general use radiation treatment for inoperable cases, and as a palliative 
measure in such cases there is nothing to efficacious as radium, (5) it will 
encourage the younger surgeons to carry out a method of treatment which 
the greater number will be able to do more successfully than a Wertheim 
operation. 


P. J. Kerley. 


Infective complications of radiotherapy of uterine tumours. BEGouIN. Pyométrie 
et cancer du col. Bull. Soc. Obst. et Gynécol., 1928, 17, pp. 518-519. 
Guyot, JEANNENEY and VARRIN. Pyométrie et hématométrie dans le 
cancer du col avant et aprés curiethérapie. Ibid., pp. 249-251. 
J. P. TourNnEux. Utérus fibromatreux et pyométrie. Presse Méd., 
1929, 37, p. 58. H. DEN Hoep. Strahlenbehandlung von Baarmoe- 
derkanker en infectie. Nederl. Tijds. v. Geneesk., 1927, 2, pp. 2132- 
2136. H. Dernier. Die Streptokokken im Uteruskarzinom, ihre 
Virulenzpriifung und ihre Beeinflussung durch die Réntgenbestrah- 
lung. Arch. f. Gyndkol., 1928, 134, pp. 228-249. E. WALTON. 
Comment combattre les complications infectieuses de la curiethérapie 
des cancers utérins. Presse. Méd., 1928, 36, pp. 1061-1062. 

Out of 116 cases of cervical cancer treated by radium Bégouin has 
observed three in which pyometra occurred as a sequel to this treatment. 
In each case the condition arose several months after the treatment and was 
accompanied by recurrence of the cancer. He considers that the infection 
was the outcome of the occurrence, cervical stenosis due to the radium 
acting only as a secondary factor. He observed five other cases in which 
the uterus was found to be infected prior to radium treatment, and in three 
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of these flve cases the cancer was in a relatively early and operable stage. 
He estimates the frequency of pyometra in cervical cancer at about five per 


cent (5 cases in 116 treated by radium, 4 in 128 subjected to Wertheim 
hysterectomy). 


In dealing with the same subject, Guyot, Jeanneney and Varrin state 
that in their experience pyo- and heematometra are complications for 
which radium and X-ray treatment cannot justly be blamed, since these 
complications occur just as frequently in cases not treated radiologically. 
Warning of these complications is given by pain in and enlargement of the 
uterus—symptoms which should be regarded with suspicion when occurring 
in cases of uterine cancer. 


Tourneux reports a case in which a woman had been given 15 doses 
of deep X-ray treatment during 16 months for uterine fibroids and was 
now in much worse condition than at first—apart from extreme anzemia 
and general weakness she complained of intractable constipation, dysuria 
and constant pelvic pain, and there was a large abdominal tumour, with 
hemorrhage and foul discharge. Total hysterectomy was performed and 
the uterus showed several fibromyomas, the largest of which had acted as 
a plug, causing the formation above it of a large cavity filled with pus. 


Den Hoed has studied the question of infective complications following 
radium treatment of uterine cancer, and he concludes that, apart from 
mechanical injury and spread of infection, a large part is played by (1) the 
nature of the bacteria present in the vaginal flora and (2) the degree of 
resistance offered by the blood as judged by the presence or absence of 
bactericidal substances. In a series of experiments he found that there 
is a certain degree of relation between (1) the presence or absence, and 
time of appearance when present, of reactionary rise of temperature, on one 
hand, and (2) the presence or absence of vaginal haemolytic streptococci 
and of blood bactericide on the other, as shown in the following table :— 
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The author advises that a bacteriological examination of vaginal smears 
should be made in every case and that the patient’s resistance should before 
irradiation be raised by disinfectant and immunizing (autovaccine) treat- 
ment. 

Dehler has investigated the bacterial flora in 264 cases of uterine carci- 
noma, with special reference to the hemolytic forms. Of these, the 
streptococci are by far the commonest; only in three cases were heemolytic 
staphylococci found, and in two cases hemolytic coli-bacteria. About two- 
thirds of the cases showed hemolytic streptococci, and in half of these 
the bacteria were of a virulent type. 





Review of Current Literature 399 


It was found that within seven or eight weeks after irradiation treat- 
ment was started the number of haemolytic streptococci was reduced to 
about one fourth of that originally present, indicating clearly the bacteri- 
cidal effect of irradiation. Tests made at regular intervals, using the 
Ruge-Philipp technique, showed that, as a rule, after the second dose of 
radium the bacteria became more numerous, evidently because (apart from 
accidental implantation of the bacteria on previously uninfected surfaces) 
the insertion of the radium carriers caused stasis and exclusion of air and 
thus favoured bacterial growth. This early untoward effect of radium 
treatment gradually disappeared, and then the bactericidal action of the 
radium was seen in a reduction of the streptococcal population similar to 
that due to X-rays. 

Laboratory studies showed that these streptococci are highly resistant 
to X-ray radiation, being killed in vitro only after exposure to amounts of 
radiation far above the maximal dosage permissible in radiography. . Hence 
it is inferred that radiation stimulates the protective powers of the living 
tissues, an inference supported by the known beneficial action of radiation 
in various pyogenic diseases. The outward and visible sign of this stimu- 
lation, and apparently the mechanism through which it acts, consists in 
the series of tissue changes which begins with small-celled infiltration and 
proceeds to the formation of young granulation tissue with its phagocytes 
and fibroblasts, these latter being potent germ-killers. It was found that 
the clinical course of the cases investigated ran closely parallel with the 
rises and falls in the bacterial count. 

In Wallon’s experience uterine cancers are in most cases infected, and 
from the point of view of radium therapy this infection diminishes radio- 
sensitiveness and may lead to serious complications, sometimes making 
a secondary hysterectomy necessary. Hence it is necessary to search for 
latent infection of the uterus and adnexa which might be lighted up by the 
radium treatment, e.g., oldstanding metritis, pyometra, salpingitis, peri- 
uterine and peritoneal infection. Before treatment is started the author 
advises exploration with a graduated uterine sound, dilatation with Hegar’s 
bougies and bacteriological examination, the patient’s temperature chart 
and general condition being also noted. If infection is present this calls 
for the use of auto- or stock vaccines and local disinfection with antiseptic 
douches or bouillon vaccines. During the radium treatment every care 
must be taken to disinfect the applicators and carriers, and treatment should 
be at once suspended should signs of infection reappear. After the treat- 
ment, the uterus should be well drained and irrigated in order to avoid 
ascending infection from retention of septic material. (Cancer Review, 
1929, 4, Abstract 390). 


F. Cavers. 















REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNACOLOGY. 


A meeting of the Section of Obstetrics and Gynecology was held on 
January 17th, 1930. 


Dr. ARTHUR GILEs (President) in the Chair. 
Dame LourisE McIiRoy and Miss Ir1s Warp reported 
THREE CASES OF IMPERFORATE HYMEN OCCURRING IN ONE FAMILY. 


The cases were discussed by Professor J. Preston Maxwell (Peking), 
Mr. Rivett, and the President. Dame Louise McIlroy replied. 


Dr. JOHN Harman read a short paper entitled 


THE DETECTION OF THE PRESENCE OF THE HORMONE OF THE ANTERIOR 
PITUITARY Bopy 


in the urine as an aid to the diagnosis of pregnancy. 


The technique of Zondek and Aschheim, described in 1928, depended 
on the injection of 1.2 to 2.4 c.c. of urine into infantile mice weighing 
6.8 grams in six portions over forty-eight hours. The animals were killed 
and their ovaries examined fifty hours later when three reactions may 
be found. (1) Ripening of the ovarian follicles and beginning of cestrus. 
(2) the production of hemorrhagic points in the ovary; (3) the formation 
of corpora lutea atretica. 


In the urine from a case of pregnancy, reactions (2) and (3) should 
always be present. Reaction (2) alone is, however, insufficient for diag- 
nosis, as ripening of follicles and cestrus may be produced by conditions 
other than pregnancy. Five mice are used for the test, and if only one 
of the animals gives a positive reaction, the reaction is counted as positive. 

Zondek and Aschheim found that of 197 urines of pregnant women, 
98 per cent gave positive results, and of 258 controls with urines of non- 
pregnant women, some healthy and some diseased, and of four men, 99 per 
cent gave negative results. Owing to the difficulties in the supply of 
suitable mice and their high mortality from injections of urine, an attempt 
was made to try the value of the test by using one albino rat, aged six 
to eight weeks, injected with 3 c.c. of urine in one dose, and by examining 
the animal killed ninety-six hours later. Omitting early cases before the 
technique was developed, and also those women who, after missing one 
or more periods, had a loss, the nature of which could not be identified 
by examination of its product, the results of the modified test were as 
follows : Normal pregnancy, 33 cases, 3 wrong; ectopic pregnancy, 5 cases, 
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3 wrong; puerperium of three cases with daily examination of urine— 
two women ceased to give positive tests on the fifth day, and one on the 
seventh day of the puerperium. Total normal pregnancy, 33 cases, 30 
positive reactions. Ectopic normal pregnancy, 5 cases, 3 negative reactions. 
The negative cases were one case of tubal mole, and two cases of pelvic 
heematocele in which no embryo was found. 


Controls.—In fifteen cases of normal women, all reactions were negative. 
In 42 women with various diseases, viz., secondary amenorrhcea, meno- 
pause, fibroids, ovarian cysts, carcinoma of genitalia, and exophthalmic 
goitre, 10 positive reactions were obtained. In five men, two positive 
reactions were obtained. In all the pregnant women examined an error 
of 7.3 per cent, and in women with disease an error of 28 per cent, was 
found . 


The conclusions arrived at were: (1) That the urine of pregnant women 
does not contain large quantities of anterior pituitary hormone. (2) That 
the presence of the embryo is the essential factor in producing this reaction, 
and it is not found in cases of ectopic pregnancy where this has perished. 
(3) Normal women with regular menstrual cycles invariably give a 
negative reaction. (4) Women with diseases of various kinds, especially 
those with disturbances of endocrine balance, often give a positive 
reaction. 

In a further collected series of 913 cases with the original technique, 
of 452 pregnant women, 8 negative tests occurred, 1.8 per cent error; 461 
non-pregnant women women, 15 positive tests occurred, 3.2 per cent error. 

The paper was discussed by Dr. Wiesner (Vienna) from the animal 
breeding establishment, Edinburgh. 


Dr. Wiesner described more fully the nature of the hormones found 
in the urine of pregnant women which were multiple, and discussed the 
chemical rea¢tions of the substances found in the urine, and their similarity 
to histidine. 


Dr. EDWIN RosBERTSON (Edinburgh) described the work at the Pregnancy 
Testing Station in Scotland. In 400 cases controlled out of 700 tests done, 
the diagnosis was incorrect in 12 cases: 11 negatives and one positive. 
But in five of the cases labelled incorrect there was evidence of foetal 
death before the urine was sent for testing. In the negative case occurring 
in a definitely pregnant woman, a second specimen of urine gave a positive 
result. The positive incorrect result occurred in a woman with evidente 
of endocrine dysfunction. 

The presence of placental or chorionic elements was the important 
point in keeping up a positive reaction. In cases of hydatidiform mole 
and chorion epithelioma, a positive reaction had been found to persist. 

Dr. F. Dickens (Courtauld Institute of Pathology) described his work 
with Dr. Allan, employing the original Zondek-Aschheim technique : 125 
cases of pregnancy gave an error of 3.2 per cent; 82 non-pregnant women 
gave an error of 1.2 per cent. Dr. Dickens emphasized the value of the 
test as early as nine days after an overdue period. 

Dr. VocE (Edinburgh) described the bromine-water test for the urine 
of pregnant women, which is identical with that described by Knoop as 
showing the presence of hitidine or histamine. This test shows a 91 per 
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cent correlation with the Zondek-Aschheim test. The importance of this 
test is that it may lay open a valuable line of investigation as to the 
mechanism of production of those bodies and appearance in the urine of 
pregnant women. 


Mr. Burt-WuireE described his investigation with Dr. Archer of the 
same problem by the bromine-water test for pregnancy. Of 245 pregnant 
women, a positive reaction occurred at six weeks pregnancy. Failure 
occurred when the urine was dilute, concentrated, or infected. In non- 
pregnant women, in 20 cases of disease there was a 50 per cent error.In 
17 males there were two positive results in cases of diabetes mellitus and 
carcinoma of the colon respectively. 

Mr. Rivetr and the PRESIDENT also spoke, and Dr. Harman replied. 


Professor J. PRESTON MAXWELL (Peking) read a paper entitled 
FURTHER STUDIES IN OSTEOMALACIA. 


Osteomalacia, a disease which for years has given rise to much dis- 
cussion, has during the last ten years been proved to be due to lack of 
vitamin D, and to be identical with rickets in the child. It was responsible, 
in part at least, for the extinction of the Colony of Herjolfnes in Greenland ; 
and has caused a large influx of women and girls from the famine area 
into the province of Shansi, China, during the past year. Further 
material has been collected showing its identity with rickets and proof of 
the existence of ante-natal rickets in some of the children born from 
mothers suffering from an active form of the disease. 

The deformities caused by the disease fall into three classes; those of 
the spine, those of the pelvis, and those of the long bones. Im the spine 
one gets a pure kyphosis, or a kyphoscoliosis; in the pelvis, rostration, 
diminution of the transischial diameter, and a diminution in the sacral 
index due to the bone becoming markedly curved; in the long bones, 
bending and fracture. 


In the China cases the vast majority also suffer from a much reduced 
serum calcium and serum phosphorus, though a few cases do not seem 
to have much change from the normal. The question of the relation of 
diffusible and non-diffusible calcium to the symptoms of the disease needs 
further investigation, but the incidence of tetany may depend on the 
amount of the diffusible fraction. Further work has been done on the 
relation of the ovary to the disease, and it is clear that even if there te 
changes in the ovary they are probably the result of the disease. 
Certainly there is no necessity to consider castration in treatment. It has 
been possible to cure a patient during pregnancy, and to obtain a normal 
labour with a normal child. Treatment with irradiated ergosterol is 
discussed, and exidence given that the cures are permanent. The operation 
for the relief of vaginal stenosis due to deformity of the pelvic bones, by 
excision of the descending ramus of the pubes, and ascending ramus of 
the ischium, and part of the ischial tuberosity, has again proved a success. 


The paper was discussed by Mr. Rivett, Dr. Wiesner, Dr. Harman, 


Professor Edward Mellanby (Sheffield), Miss Harriette Chich, Dr. Theobald, 
and the President. 


Professor J, Preston Maxwell replied, 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAZICOLOGICAL 
SOCIETY. 


A Meeting of the above Society was held in the Department of 
Obstetrics and Gynecology, University of Manchester, on Friday, 
December 13th, 1929, at 5.0 p.m. 

The President, Dr. GoRDON FITzgERALD, was in the Chair, and twenty- 
four Fellows and Members with one guest were present. 


The Minutes of the previous Meeting were read and confirmed. 


Mr. GERALD S. HuGues, M.B., B.S., F.R.C.S. was unanimously elected 
a Member of the Society. 


Professor DouGat, (Manchester) demonstrated radiograms of :— 
(a) ANENCEPHALIC Fastus. 


Mrs. J. was a primigravida 33 years of age, and was sent down to 
see me because she had apparently gone three weeks past full time and 
the presenting part was indefinite. On examination the foetus was lying 
transversely with what appeared to be the breech above and on the right 
side and a smaller part lying over the pelvic brim. On vaginal examina- 
tion no presenting part could be made out, yet the pelvic measurements 
were perfectly normal. The patient was admitted to hospital for external 
version and this was attempted under a general anesthetic but without 
success. As I have generally found this operation quite easy under these 
circumstances I felt that there must be something wrong with the fcetus, 
especially as the foetal head could not be palpated with certainty. 

An X-ray examination was therefore advised and the patient sent to 
the Royal Infirmary for this to be carried out. Dr. Twining reported that 
the cranial vault was not developed, also that there appeared to be 
defective development of the lower cervical and upper thoracic spine. In 
view of his report induction by castor oil, quinine and pituitary, was 
commenced and a five pound still-born female anencephalic foetus was 
born without difficulty 18 hours later. 

X-ray examination is particularly useful in the diagnosis of foetal 
deformities before labour, and prevents such unfortunate happenings as 
the delivery of monsters by Ceesarean section. As a matter of fact this 
particular patient was most anxious to have the Cesarean operation, being 
firmly convinced that she would not survive any other method of delivery. 

At the present time we do not use X-rays nearly enough in midwifery, 
but the time will come when every maternity hospital will have its own 
X-ray plant and every pregnant woman be examined in this way before 
delivery unless the uncomplicated vertex is presenting and has actually 
entered the pelvic brim. 


Dr. DonaLp (Manchester) said that he had recently seen a case in 
labour with some ante-partum hzemorrhage where he could not feel a head, 
and in which the doctor wanted him to deliver by a Ceesarean section. He 
refused, and an anencephalic foetus was shortly afterwards delivered. 


Dr. LEYLAND Ropinson (Liverpool) showed a radiogram of an anen- 


cephalic foetus for which previously he had considered treatment by 
Ceesarean section, 
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Dr. Burns (Liverpool) referred to his ‘‘flying foetus,’ previously 
reported to the Society, which was diagnosed by X-rays. 


(b) A Case oF INTESTINAL, CARCINOMA ASSOCIATED WITH LARGE 
OvaRIAN CysTs. 


The patient was a single woman aged 58 years, and for some time 
before I saw her had complained of marked constipation. Her doctor 
suspected an intestinal growth and sent her for X-ray examination. This 
was done and the radiologist’s report drew attention to a definite con- 
striction in the descending colon and a marked inward displacement of 
the pelvic colon. 

Neither at this time nor later was there any symptom pointing to a 
pelvic lesion. 

She came to see me some time afterwards still complaining of difficulty 
with her bowels but also of abdominal pain, and on examination I found 
a large cystic swelling in her lower abdomen. In view of the X-ray 
report I thought that this was probably a secondary ovarian tumour, the 
primary growth being in the bowel. 

At the subsequent operation I found a large multilocular tumour 
growing from the left ovary. There was no free fluid and no adhesions 
and the tumour was not obviously malignant. I removed it along with 
the uterus and opposite appendage, and having got it out of the way 
was able to inspect the descending colon. At the point where the con- 
striction showed in the radiogram there was a firm, fixed mass, evidently 
an inoperable malignant growth, but as colostomy was unnecessary at 
the moment nothing further was done. The patient made an uninterrupted 
recovery from the operation, but at the present time, six months later, 
the bowel tumour has increased considerably in size and is causing severe 
and continuous pain. There is no sign of recurrence, however, in the 
lower abdomen or pelvis. The ovarian tumour is a very active multilocular 
pseudomucinous cyst, and I am not certain whether it is malignant or 
not. Probably it has nothing whatever to do with the intestinal growth. 

On opening the uterus a cystic adenoma was also found in the upper 
part of the cavity but this, too, was in all probability an independent 
tumour, as it had a definite endometrial structure. 

Mr. Leyland Robinson said that he had seen a similar case. 

Dr. N. L. Epwarns (Derby) showed.a specimen of primary squamous- 
celled carcinoma of the vagina. This specimen was recently removed 
by operation (Wertheim’s) from. a married sterile woman of 32 years of 
age. She had had a discharge “like dirty water’? from the vagina, of 
six weeks duration: she had bled on coitus for two years. Menses were 
regular: type 1/28; much congestive dysmenorrhoea. Wassermann 
reaction doubtfully positive. 

The growth is of the proliferative type, situated in the upper third of 
the posterior wall, separated from the posterior lip by half-an-inch of 
apparently normal mucous membrane. Dimensions of the growth are 
14 inches by } inch. There are no neked-eye signs of carcinoma in the 
uterus or adnexa, though the latter are thickened and adherent as the 
result of previous inflammatory trouble. There was no obvious enlarge- 
ment or involvement of the pelvic lymphatic glands. The microscopic 
sections show the growth to be a squamous-celled carcinoma. 
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Professor Dougal (Manchester) had had two cases, one operated on 
eight years ago is still alive; the other being inerradicable, died in six 
months. 

Miss Ivens (Liverpool) had treated one case with radium, but had 
later removed the growth in case of secondaries in the glands. 


Dr. W. W, King (Sheffield) reported a case of injury to the rectum, 
caused by the administration of a simple enema after labour. 

He referred to a case reported by Professor Fletcher Shaw in 1922, 
which. resulted in permanent occlusion of the rectum. In his case a 
simple énema was given to a 6-para, three days after a perfectly normal 
parturition. There was pain during the injection, with some bleeding 
and immediate swelling of the perineum, On the next day the pain 
spread to the abdomen and she vomited. Twenty-four hours later, her 
condition was serious, with signs of peritonitis, and the perineum was 
enormously swollen and cedematous. 

The abdomen was opened, and purulent fluid, subsequently found to 
be sterile, was evacuated. The rectum and sigmoid were greatly swollen, 
and dark blue in colour. A colostomy was performed, the peritoneal 
cavity drained, and a free incision was made into the perineal swelling. 

Convalescence was stormy and a stricture of the rectum resulted about 
2% inches above the anus. Five months later the colostomy was closed, 
but the stricture still remains, necessitating the regular use of rectal 
dilators. 

The hard bone nozzle of the enema syringe had been inserted into the 
rectum, and a sample of the soap used showed that it contained more 
free carbolic and caustic alkali than the B.P. standard. He concluded 
that a soft catheter only should be inserted into the rectum. 

Professor SHaAw (Manchester) referred to his case, the injury in which 


had been caused during labour, and he had not seen it until three months 
later. 


Miss Nicholson had seen two cases, one of which had occurred just 
before delivery, and the other sometime before the completion of labour. 
In the latter the forceps were used to complete the delivery, which was 
followed by sloughing of the rectum and vaginal wall, and the prolapse 
of gangrenous loops of tissue out of the cavity, greatly resembling coils 
of small gut. This was followed by death of the patient. Mr. Kelly had 
seen a similar case which he believed to be due to sloughing of the rectal 
mucous membrane due to the enema fluid being too hot. 


Professor FLETCHER SHAW described a case of acute sacculation of the 
uterus, which is published in full on page 72 of this Journal. 


Dr. BrrpE (Manchester) had seen a similar case in a primipara but the 
whole uterus was involved. 


Dr. Donatp (Manchester) had seen an infantile uterus becoming 
pregnant, which was very thin, but went through normal labour. 


Mr. J. St. Grorcge Wiison (Liverpool) suggested that it was an 
incomplete rupture of the body of the uterus. 


Dr. HERD (Liverpool) suggested that there was mal-union between the 
two halves of the uterus. 


M 
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Professor DouGart (Manchester) read notes of cases :— 
(a) HyDRADENOMA OF THE VULVA. 


Miss S. aged 52 years, complained of excessive and too frequent loss 
at her menstrual periods and was found on examination to have an 
enlarged uterus containing many fibroids. She was admitted to hospital 
and total hysterectomy with removal of both appendages was performed. 

At the close of the operation the house surgeon mentioned that the 
patient had a small growth on the vulva which she would like to have 
removed if possible, although it had not produced any symptoms other 
than a little discomfort and had been present for at least 14 months. 

On inspecting the vulva there was found a small cauliflower 
excrescence about half-an-inch in diameter, somewhat pinkish in colour, 
and situated on the left labium minus, a short distance below its bifurca- 
tion. The growth was thought to be an early epithelioma but as the 
patient was in a poor emaciated condition it was obviously unwise to 
add an excision of the vulva to what she had already gone through. The 
tumour was therefore snipped off for microscopical examination and the 
complete operation deferred to a later date. Actually the vulva was 
excised four weeks later. 

Professor Shaw Dunn’s department reported that the growth was an 
adenoma hydradenoides and as I had not met with such a tumour before 
I asked for further information. 

Mr. Raymond Whitehead, one of the Professor’s assistants, kindly gave 
gave me a full description of the microscopic appearances and also 
supplied me with the most recent literature on the subject. I am grateful 
to him for all the trouble he has taken and for the interest he has shown 
in the case. 

The tumour has the appearance of a small cauliflower projecting 
outwards beneath the epithelium and measures about half-an-inch in 
diameter. It is covered by stratified squamous epithelium which in some 
places is much thickened, in others worn away as a result of friction. 
Leading down from the surface epithelium are several duct-like tubes 
which can be seen to merge with the mass of tubules of which the tumour 
proper is composed. These tubules form a complicated system but are 
of uniform appearance, being lined by two layers of cells, inner cylindrical 
and outer cuboidal. In certain places, however, there are masses of cells 
strongly suggestive of malignancy. The tubules resemble the ducts of 
sweat glands and the tumour has evidently originated in one of these 
structures. 


I think the tumour is malignant but it is difficult to be quite certain 
on this point. 

Sweat gland adenomas are quite rare and occur most frequently on the 
face. They have also been found in many other situations, such as the 
head, breast, skin of the back, umbilicus, extremities and vulva. 

In the vulva they are extremely rare, in fact Lynch and Maxwell, 
writing in 1922, stated that up to that year only twenty cases had been 
described. Braun recorded the first case in 1892, but it was Pick, in 1904, 
who first directed attention to the subject by a careful study of two cases 
of his own and a review of the few cases to be found in the literature. 
This observer distinguished between tumours in which there was 
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undoubted histological evidence of their origin from sweat glands (tubular 
hydradenoma) and those in which this could not definitely be proved 
hydradenoid adenoma, although both varieties presented similar histo- 
logical features. In the tubular hydradenoma there is an adenomatous 
structure containing acini lined with a double layer of cells supported by 
elastic tissue. It is possible to demonstrate a sudoriferous duct originating 
in the adenoma and opening upon the surface of the skin. The hydrade- 
noid adenoma has similar histological features but there is no sudoriferous 
duct and no connexion with other sweat glands. 

Landsteiner and Outerbridge considered this distinction complicated 
and unnecessary and suggested that all adenomas presenting a histological 
picture resembling the structure of a sweat gland should be termed 
hydradenomas. These tumours may be solid or cystic, the latter form 
arising by accumulation of secretion and are generally of small size. 
The rate of growth is usually slow and many of the tumours have been 
known to be present for ten years. 

As regards the question of malignancy the majority have been regarded 
as benign but Outerbridge and Schwartz had cases which they considered 
suspicious either because the acini had invaded the stroma or because 
solid masses of polyhedral cells were found in the same situation. 

In the case just described there are masses of these polyhedral cells 
present and it was for this reason that I considered the tumour to be 
malignant and excised the vulva completely. 


(b) SARCOMA OF THE BROAD LIGAMENT. 


The patient was Mrs. H., aged 46 years, married 14 years. Menstruation 
was regular, of 3/28 type, the loss normal and without pain. 

There had been one ten weeks miscarriage seven years previously, but 
no other pregnancy. 

I saw her early in February of this year when she complained of pain 
in the rectum and great difficulty in getting her bowels moved. The pain 
was neuralgic in character and referred to the left ischio-rectal fossa. 
These symptoms had been present for about a month but for two months 
before that there had been a bearing down in the seat, and hamorrhoids 
had also been noticed. Up to three months ago her health had been 
perfectly good. 

On examination there was a fixed elastic swelling low in the left half 
of the pelvis and reaching up to about the level of the pelvic brim. The 
uterus was separate and displaced to the right side. A broad ligament 
tumour was diagnosed and was thought to be probably a sarcoma because 
of the short history. 

The operation was performed soon after I first saw her. On opening 
the abdomen the uterus was seen to be pushed over to the right side of 
the pelvis by a firm round tumour about the size of a large orange 
situated in the left broad ligament. The left ovary and Fallopian tube 
were quite normal and also displaced to the right side. The tumour was 
fixed and reached to the pelvic brim on the left side, lying on the inner 
side of the femoral and obturator vessels, beneath the obliterated hypo- 
gastric artery and to the outer side of the ureter. After tying the 
infundibulo-pelvic and round ligaments it was possible to separate the 
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tumour from the pelvic wall, but it extended deep into the pelvis and 
was fixed in the neighbourhood of the left side of the upper third of 
the vagina. The uterus and both appendages were removed to gain better 
access, and then the growth was excised, but it was realized that as it 
was adherent and friable in the pelvis, some small portions would probably 
be left behind. On cutting into the tumour it was found to be firm and 
fibrous but the cut.surface was suspiciously homogeneous in places and 
evidently .sarcomatous. Microscopic examination confirmed this, the 
tumour being a rapidly growing fibrosarcoma containing many large cells. 

I think the tumour originated in the cellular tissues at the base of the 
broad ligament and as a good many bundles of smooth muscle fibres were 
found scattered among the tumour cells it is possible that. it may have 
originated in a fibroid, 

The patient made a good recovery from the operation but as the prog- 
nosis.was so serious she was treated with radium, the latter being applied 
to the upper part of the vaginal walls and vaginal fornices, and also at 
the earliest possible moment she was sent for a course of deep X-ray 
therapy. I saw her at regular intervals after she returned home ‘and 
though she still complained of pain in the rectum there was no evidence 
of recurrence for six months... When I saw her, however, two months later 
there was a.great change. She looked ill and had lost weight, and on 
examination there was a large mass in the left pelvis, narrowing the 
rectum, and nodules could be felt in the left iliac fossa. Her doctor was 
asked to keep her under the influence of morphia and he did this until 
she died early in October, about ten months after the operation. 

Primary sarcoma of the broad ligament is extremely rare and is generally 
inoperable when first discovered. According to Bland-Sutton it is usually 
of the spindle-cell type and rapidly growing. 

Some of the tumours described appear to have originated in aberrant 
ovarian tissue but there was no evidence of the latter in the present case. 

In 1914 Davies (Proceedings Royal Society of Medicine) reported a 
case in which the land-marks were similar to those in the present one. 
The tumour was about the size of a walnut and situated at tlie base of the 
right broad ligament at the level of the cervix. It bulged into the vagina 
and caused pain. The uterus and appendages were normal. The tumour 
was a typical spindle-cell sarcoma and recurred four months after operation. 


(c) MatiGNANnt Bopy OF UTERUS INCARCERATED IN A PROCIDENTIA. 


The patient was a single woman 58 years of age and five years past the 
menopause. During menstrual life the periods had been regular and the 
loss normal. Falling of the womb had been complained of for five years, 
and for four years the prolapse had been complete. For two weeks there 
had .been some irregular hemorrhage but this appeared to come from a 
simple ulcer on the anterior lip of the cervix. 

The principal symptom was severe pain in the lower abdomen and 
in the procident mass and this-was evidently due to incarceration of the 
contents of the latter. 

The patient was thin. and emaciated and evidently in great pain. On 
examination there was a large procidentia and within it could be felt 
the enlarged and nodular uterus. It was impossible to reduce the prolapse. 

The case appeared to be hopeless but as it was thought that some relief 
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might be afforded by extirpating the uterus vaginally, this was done and 
the vagina narrowed at the same time. 

The patient made a good immediate recovery but after a fortnight 
got progressively weaker and died of cachexia a month after the operation. 

The specimens removed consist of the uterus with an attached portion 
of anterior vaginal wall and both appendages. There is a large necrotic 
growth in the body of the uterus which on microscopic examination 
appears to be an endothelioma. The right ovary is enlarged and contains 
a nodule of growth of similar structure, but here there are numerous 
branching syncytial forms described by Kettle as a vasoformative type 
of cell responsible for the formation of the endothelium of new blood spaces. 

There are three points of interest in this case. . 

1. The occurrence of complete prolapse in a nulliparous single woman. 
This must be attributed to her poor physique and laborious ocupation. 

2. Incarceration of the enlarged uterus in the procidentia. One would 
have expected the gradually enlarging uterus to return to the pelvis as 
there were no adhesions present to prvent this. 

3. The nature of the tumour, an endothelioma. 

It is a curious coincidence that I operated upon the patient’s sister 
nearly two years ago and removed an exactly similar tumour. She also 
was a spinster and was 61 years of age and 12 years past the menopause. 
She complained of a watery discharge of 12 months duration and the 
growth was hopelessly advanced at the time of operation. 


PRESIDENTIAL ADDRESS. 

The PreEsipEnt pleaded for moderation in the much too prevalent abuse 
of the trust placed by patient in doctor. He drew attention to the deplor- 
able frequency with which one hears details of the illnesses, or operations, 
of patients, the patients being referred to by name, diiscussed under 
conditions which leave no doubt that the medical attendant is guilty ol 
violating the confidence placed in him. 

He also pleaded for moderation in the extent to which the materia} 
advantages are permitted to dominate the opinions given with regard to 
ailments complained of by patients. This he thought had to be carefully 
guarded against by those practising in our own branch of the profession 
for the very ignorance of the majority of their pelvic organs and their 
functions, laid them open to be gulled by any cock and bull story. 

He thanked the members for having made him the President of the 
Society and expressed the opinion that the persistent policy of the Society 
should be that no one was elected to the presidential chair who did not 
practice exclusively obstetrics and gynzecology. 

Dr. J. E. Gemmell (Liverpool) proposed a vote of thanks, which was 
seconded by Dr. Donald and supported by Dr. W. W. King. 


EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the above Society held on 11th December, with the 
President, Dr. H. S. Davidson, in the chair, Dr. Livincston, Dumfries, 
read a paper entitled 

A RerrosprEct : THIRTY-YEARS MIDWIFERY IN A SEMI-RURAL AREA, WITH 
SPECIAL REFERENCE TO TECHNIQUE. 
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Dr. LIVINGSTON sketched the position of aseptic surgery when he left 
Edinburgh to take up an‘assistantship in Perthshire thirty-five years ago, 
and drew comparison between what he found and emphasized the clash 
between theory and the actual practice of midwifery in a rural area. 
Reference was then made to experience at the Rotunda Hospital, and high 
tribute paid to the system then in vogue of absolute drill in aseptic 
procedure at that Institute. Notice was drawn to Dr. Jellett’s recent book 
on ‘‘Maternal Mortality” and Dr. Livingston suggested that to the state- 
ment which he quoted, ‘‘We make medical practitioners and midwives but 
we fail to provide them with sufficient knowledge of midwifery,” it might 
well be added as far as general practitioners are concerned, ‘‘and fail to 
provide them with the means of carrying out scientific midwifery.’”? The 
following suggestions were made :—That as the British Medical Association 
has recommended a standard of morbidity a minimum standard ot aseptic 
technique should be drawn up. Secondly that representation be made to 
the Medical Officer, Scottish Office, Ministry of Health, that the time has 
come when local public health authorities should provide facilities for 
sterilization, supply of gowns, etc. for those practitioners in rural areas 
who desire to eliminate the risk of personal infection of their patients. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on January 8th, 1930, with 
the President, Dr. H. 5S. DAvipson, in the chair. By invitation, Dr. J. W. 
BRIDE (of Manchester) read a paper on 


THE INVESTIGATION OF A SERIES OF 100 CASES OF OVARIAN TUMOURS. 


In this series Dr. Bride included only tumours which could be con- 
sidered as distinctly new growths, all cysts due to chronic ovarian 
inflammation and endometrioma having been excluded. The average age 
of the patients was 42 years, but 58 per cent of these tumours occurred 
between the ages of 30 and 60 years—72 per cent occurring in women of 
over 30 years of age. As regards malignant tumours, the average age 
for carcinomata was 52 years, and of sarcomata, 47 years. It was not 
found that ovarian cysts were more common in unmarried women than 
in married women, and in tumours occurring in married women, 68.4 per 
cent of these women were fertile. Abortions were met with in only 2.7 
per cent though miscarriages occurred in 20.5 per cent—17.8 per cent of 
these having also had full time living children. In all, 59 of the tumours 
were cystic, 20 solid, and 21 malignant. 

Pseudo-mucinous cyst adenomata formed the largest number of tumours, 
there being 4o cases. In no case of papillomata was ascites found, nor 
was hydro-peritoneum found in any of the three cases of solid fibromata, 
this being contrary to the usual teaching. Both ovaries were affected 
equally, and in 12 cases both ovaries were affected. 

With regard to symptoms there was very little disturbance of the 
menstrual function in simple cases, dysmenorrhcea being present in only 
17 per cent, and menorrhagia in 15 per cent. It was also noted that in 
only three of the malignant cases was there irregular bleeding after 
the menopause (14.2 per cent), though such bleeding is often regarded 
as a feature of malignant growths. Pain was present in only 47 per cent of 
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cases of simple growths, but in malignant growths 66.6 per cent complained 
of pains. Unilateral pain appeared to be a guide to the affected side. The 
most constant symptom was abdominal swelling, but there were a large 
number of cases who did not notice the swelling or thought that it was 
due to fat or to the menopause. Pain and frequency of micturition was 
present only in the cases of simple tumours impacted in the pelvis, but 
such symptoms were present in 28.5 per cent of malignant tumours where 
the bladder had obviously been involved secondarily. In the malignant 
eases ascites was present in 52.3 per ceut, but no cases of ascites were 
found with simple tumours. With regard to diagnosis, the greatest 
difficulty is the diagnosis between ovarian cyst and a very large cystic 
kidney. 

With regard to operations, ovariotomy was done in 43 per cent of cases, 
and sub-total hysterectomy with removal of both ovaries was performed 
in 34 per cent. Dr. Bride stressed the importance of doing a sub-total 
hysterectomy with removal of both appendages, when both ovaries were 
definitely cystic or diseased, as the uterus, if left, might form the seat 
of malignant disease at a future date. Such a contingency did occur in 
one case in which Dr. Bride had done a double ovariotomy, and had 
previously left the uterus in situ. (This operation was done in the earlier 
part of his series). The cyst was tapped 18 times when an enormous 
incision seemed prejudical either on account of the condition of the patient 
or on account of a pregnancy co-existing. With regard to complications, 
rupture occurred in only one case, but torsion of the pedicle occurred in 
11 cases, four of which were during the puerperium. 

With regard to malignant cases, the prognosis was found to be bad 
though the operation holds out some hope of recovery. Ascites seemed 
to be of very bad prognostic import. With regard to operative procedures, 
Dr. Bride advocated that in large cysts in older women, the cyst should 
be separated from its adhesions to the parietal and visceral peritoneum 
by sweeping round the fingers before the cyst is tapped, if such a procedure 
has been decided upon. Secondly, before beginning to remove the cyst, the 
other ovary and uterus should be inspected so as to save delay later on, 
as a hysterectomy may be required instead of an ovariotomy. With regard 
to future treatment, careful attention should be paid to the tone of the 
bladder in the case of very large tumours. Dr. Bride’s mortality after 
operation in his series was five per cent; in the simple cases, 3.7 per cent, 
and in the malignant, 9.5 per cent, which compares favourably with 
Munro Kerr’s series of 250 ovariotomies with a mortality of 4.4 per cent. 
Old age appeared to be no bar to operation. Five of Dr. Bride’s cases 
were over 70, and all did well. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on 12th February, 1930 with 
the Fresident, Dr. H. S. Davipson, in the chair. 
Dr. Jas. YouNG read a paper on 
CHRONIC INFECTION OF THE CERVIX, A FREQUENT CAUSE OF PELVIC AND 
GENERAL ILL-HEALTH. 
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The condition was ten times more common in parous than nulliparous 
women, and the chief cause was damage of the cervix during labour. 
Gonorrhcea was the next most important cause. The most characteristic 
feature in regard to pathology was its intractableness and this was due 
to the structure of. the endocervix and to faulty drainage. 
discussed the significance of the clinical features. 
were leucorrhcea and pain. 


Dr. Young 
The two most. constant 
Menstrual irregularity and excess, bladder 
and bowel troubles and general jll-health with arthritis and cardio-vascular 
disease were also common. Dr. Young believed that chronic cervicitis 
was, with the possible exception of vaginal prolapse, the most common 
gynecological cause of pelvic and abdominal pain. The chief site of 
this pain was the iliac fossa and the sacrococcygeal region and its relation 
to the cervix could usually easily be determined on vaginal examination. 
It was pointed out that in health displacement of the cervix laterally, 
antero-posteriorally and upwards could be produced with the vaginal fingers 
without inducing pain. In cervicitis fixation of the cervix was common 
and any attempt at displacement immediately called forth the low 
abdominal or back pain. Many women suffered from nausea and, in such, 
retching was often caused by the same manceuvre. The innervation of 
the cervix was discussed and it was suggested that the pain was caused 
by irritation of the local sympathetic fibres and the somatic registering 
of these irritant impulses via the central nerve connexions. The iliac 
fossa pain of cervicitis was apt to be attributed to appendicitis, ovarian, 
tubal mischief, etc. Dr. Young recorded cases operated on for such con- 
ditions without relief, who were cured by treatment directed to the cervix. 
Dr. Young pointed out that treatment directed solely to the cervix 
often led to a cure of the menstrual abnormalities and he suggested that 
these were probably to be explained by a reflex influence on the ovaries 
through the sympathetic with a consequent aberrant ovulation. “He cited 
two cases with marked cervical disease associated with excessive uterine 
hzemorrhage which were treated by panhysterectomy. In both cases the 
ovaries showed profound changes implying dysfunction. Dr. Young 
discouraged vaginal douching as a treatment of cervical infection. 
It rarely produced benefit and it often produced harm. Caustics and 
diathermy had been equally inefficacious in his hands. The nature of 
the lesion, dependent as it was on faulty drainage, could best be treated 
by a thorough dilatation of the cervix and the application of the cautery 
from internal to external os. Six long longitudinal smears were usually 
sufficient with, in addition, an individual and deep puncturing of aty 
Nabothian follicles. The after results showed that with a single cauteriza- 
tion carried out thoroughly, cure or relief of the leucorrhcea and pain 
could be obtained in 70 to 80 per cent of the cases. Relief of the other 
symptoms (menstrual, bladder, etc.) usually followed and cases showing 
a dramatic arrest of an active and progressive arthritis were recorded. 
Drs. TURNER and JAs. DAvIpsON read a further paper on 


SYMMETRICAL NECROSIS OF THE RENAL CORTEX, 
which was illustrated by a clinical record of two cases occurring in Dr. 
Turner’s practice. From a study of these cases certain points of similarity 
with regard to symptomatology, or rather lack of it, were pointed out. 
Both were multipare; iv-para and iii-para; aged 37 and 39 years 
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respectively. Both were delivered of macerated foeti at the seventh month 
of pregnancy. In the first case there was an antecedant history of pre- 
eclamptic toxemia and accidental hemorrhage, but in the second, no 
abnormality during the antenatal period was present. Both cases lived 
for twelve days after delivery, during which time marked diminution in 
the urinary secretion was present—1g ounces in the first, and eight ounces 
in the second. 

In both there was a comparative absence of symptoms. Up till the 
eighth and fifth days respectively the only noticeable features were partial 
suppression of urine and gradually increasing generalized cedema. The 
puerperia were afebrile throughout. On the eighth and fifth days, uraemic 
phenomena began to appear, but were slight in degree, and consisted, 
firstly of progressive drowsiness, stupor and ultimately coma; secondly, of 
dyspnoea, and thirdly, in the first case, of ureemic vomiting. In both 
death supervened in the absence of convulsions. 

Treatment in both cases was on general lines :—free elimination, dia- 
phoresis and administration of diuretics, but without benefit. 

In both cases the liver presented areas of focal necrosis of the central 
zone cells of the lobules. 

Dr. JAMES DAvIDSON showed specimens of kidneys from three cases of 
bi-lateral cortical necrosis of the kidneys. One of these was from one of 
the cases already described by Dr. Turner. The second case showed the 
earliest changes of this condition. Thrombosis of the afferent arterioles of 
the glomeruli was well seen in microscopic sections. 

The third case showed advanced stages of necrosis and was of interest 
because there was ante-mortem thrombus formation in both ovarian veins. 
He pointed out that there had been one case previously described in 
literature in which naked-eye thrombosis had occurred in both renal and 
ovarian veins. 

The pathology of the condition was discussed and lantern slides shown 
illustrating the well-marked primary arterial thrombosis of the inter- 
lobular arteries, which was due primarily to deposition of blood platelets. 
Attention was also drawn to a case which was published some years ago 


of a male, aged 37, whose kidneys showed a typical appearance of bi-lateral 
cortical necrosis. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, 


November 15th, 1929, the President, (Professor A. H. Davipson), in the 
Chair. ; 


THE PRESIDENT read a paper on 


THREE YEARS’ WoRK IN THE GYNASCOLOGICAL DEPARTMENT OF A 
GENERAL HOSPITAL. ; 


The paper embodied a report of the work done and the results obtained 
in the gynecological department of Dr. Steeven’s Hospital, Dublin, for 
the period June 1926 to June 1929. 535 patients were admitted to hospital 
of whom 505 were operated upon. There were seven deaths, giving a 
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percentage mortality of 1.38. There were 150 dilatations of the cervix, 
120 curettages, 130 Gilliam suspensions of the uterus, 311 total, 3 subtotal 
and 10 Wertheim hysterectomies. There were 85 operations on the 
Fallopian tubes including 22 salpingostomies. Rubin’s insufflation test 
was carried out 90 times and iodized oil was injected on 15 occasions. 
There were 65 colpo-perinzorrhaphies, 50 amputations of cervix, 30 
trachelorrhaphies and 4o radical cures of cystocele by the bringing together 
of the torn bladder pillars. There were six cases of bladder fistula, five 
of which have been cured. There were eight Ceesarean sections, 40 
appendicectomies and many other minor and miscellaneous operations. 

There are eight gynzecological beds, with two operating days in the 
week and the dispensary was attended last year by an average of 50 
patients per week. The average number of days in hospital for each patient 
is 11. Simple abdcminal cases are allowed out of bed on their eighth_or 
ninth day, and out of hospital on the twelfth or thirteenth day. On 
leaving hospital every patient is told to report at regular intervals in 
order to keep a follow-up of after results. During the three years there 
were 90 cases of sterility, of these 37 were due to pelvic infection with 
occluded tubes; 17 to under development of the uterus with associated 
conditions; 12 to cervical infections, erosion and ectropion, and endo- 
metritis ; 18 to backward displacements of the uterus and six to infertility 
of the male. Of the 37 cases with blocked tubes, pregnancies were 
obtained in six cases, in three cases following double salpingostomy, and 
in three cases where some obstruction was blown out of the Fallopian 
tubes by the Rubin test. In one case pregnancy followed the therapeutic 
use of iodized oil in the Fallopian tubes. The cure by amputation or 
trachelorrhaphy of infected cervices was followed by pregnancy in five cases. 

Seventy cases of backward displacement of the uterus were analysed as 
to symptoms and the results obtained by the Gilliam subperitoneal 
suspension. Backache was present in 29 cases, was cured in 20 and relieved 
in six. Menorrhagia was present in 16 and cured in 13. Pain in the 
side was present and cured in 18. Dyspareunia was present in five and 
cured in five. Five cases complained of abortions, three afterwards 
became pregnant and went to term. 

Of the Wertheim hysterectomies for cancer of the cervix there was 
a primary operative mortality of three, or 30 per cent; two died within 
18 months, one after 2} years and four are still alive and well, three of 
them for a period of three years. 

Dr. Bethel Solomons agreed that the follow-up of patients was a 
necessary adjunct to any clinic. He had been most unfortunate in the 
cases of gonorrhoea which he had had treated by diathermy. He referred 
to acute and subacute cases: the more chronic were comparatively easily 
treated by other methods. He had no doubt that inflation of the Fallopian 
tubes produced therapeutic cure of sterility. He (Dr. Solomons) disagreed 
with those writers who stated that salpingostomy at the isthmial and 
interstitial portions of the Fallopian tubes was hopeless. The prognosis 
was not good, but his isolated successes made him persevere. 

Dr. R. M. Corbet said he had seen a little work done by diathermy, 
and in cases of parametritis he thought perhaps it was’ a little quicker in 
clearing up sub-acute infections than the douche method. 

Dr. D. J. Cannon said he never operated on a sterility case unless he 
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had carried out the Huhner test beforehand. He referred to the difficulty 
of estimating the results in this test. He mentioned a recent case in 
which he had performed division of the cervix. 

Dr. Ninian Falkiner congratulated the President on the results he 
had obtained in sterility cases which he thought were particularly gratify- 
ing and good, as were also the results in the Gilliam operation. 

Dr. J. S. Ashe said he was glad to notice that the use of plugs had 
not been altogether done away with. He mentioned the case of a woman 
whom he had recently delivered after fourteen years’ sterility, and said 
that he had treated the inflammation by the use of drugs and plugs. 


The President replied that he had not meant to boost diathermy treat- 
ment, as he was not yet in a position to judge. The third case of chronic 
gonococcal endocervicitis in which he had had diathermy treatment applied 
had improved, but he thought it quite likely that this improvement was 
only temporary. The cases of transplantation of ovaries were auto-trans- 
plants ; one having been done in a case of salpingo-oophoritis. He mentioned 
a paper published recently in Surgery, Gynecology and Obstetrics by 
a London worker, who had carried out experiments on animals in which 
he had removed ovaries at intervals of two weeks and transplanted the 
autografts. In every case the grafts died, not one being alive at the 
end of four months. This seemed to be against the technique of trans: 
plantation of the ovaries. In carrying out Huhner’s test it was necessary 
to get the specimen quickly. The number of cases in which posterior 
division of the cervix turned out wrong was so great that he did not 
think the operation justified. 

Dr. NINIAN FALKINER read a note on 


Two OBSTETRICAL CASES WITH DIAGNOSIS, CONFIRMED BY X-RAY. 


The first, a primigravida, was noted at the thirty-fourth week to have 
an abnormal mass at the fundus which was tender, and by palpation at 
the thirty-seventh week there was little doubt of the diagnosis of a 
hydrocephalic infant presenting as a breech. This was confirmed by an 
X-ray picture. 


The case was delivered at term and the emptying of the fluid was 
simplified by the presence of a spina bifida and through this opening a 
metal catheter was passed into the ventricles, the fluid draining away and 
the skull collapsing. An X-ray picture was taken to show the catheter 
in position. The second was a case of compound presentation occurring 
in a primigravida with normal pelvis. The presentation consisted of a 
foot and hand and head. The diagnosis was partly made by palpation and 
rectal examination as the foot could be easily felt per rectum. An X-ray 
picture showed the hand also to be involved. The treatment consisted in 
correcting the presentation and inducing labour. This proved successful 
in the end but the presentation recurred during the labour and it was not 
until the first first stage was well abvanced that the head could be got 
to remain as an uncomplicated vertex. Delivery was completed by low 
forceps. The baby was alive and appeared normal in every way and 
is now a particularly healthy specimen. 

Dr. Hardman demonstrated the pictures by means of slides which he 
had prepared. 

The President said he thought Dr. Falkiner’s treatment of these cases 
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was excellent, and the results obtained were good. He wondered why 
in the second case the presentation had been so curious and why it had 
kept on recurring, and what the hard tender mass in the fundus in the 
first case was, if it was a myoma. 

Dr. Falkiner replied that the tender mass in the first case was the 
foetal head. Seven weeks before term the hydrocephalic head was very 
enlarged, but not in quite such large proportions as would appear from 
the films. He thought the interesting thing about the second case was 
that at 34 weeks the presentation was normal, though Dr. Falkiner had 
noticed that it was mobile, but he thought that when he saw the patient 
at the thirty-sixth week the head would have sunk down into the pelvis. 
Early in pregnancy he thought the uterus was irregular, but he thought 
that there were small fibroids in it. In both cases the X-ray examination 
was carried out when the diagnosis was nearly made. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, 
December 13th, 1929, the President, Professor A. H. Davipson in the 
Chair. 

The PRESIDENT showed specimens and lantern slides of 


Two MALIGNANT UTERI, 


and read a Clinical Note on the cases. 

Two malignant uteri :— specimens and clinical notes. 

1. Mrs. G., aet. 58, married 27 years, no children. Menopause nine 
years ago. P/c slight leucorrhoea for past 12 months, slight irregular 
bleeding for the past four months and a sharp hemorrhage one month ago. 

Looks a strong healthy country woman, but says she has lost weight. 
History of operation for gallstones eight years previously. 

Physical signs. Vulva and vagina normal, nulliparous. Vaginal cervix 
appears normal, supravaginal cervix greatly enlarged, body of uterus 
difficult to feel but seems enlarged. Passage of sound into cervical canal 
reveals a breaking down cavity. Uterus and cervix mobile, no extension 
into parametria, bladder and rectum free. 

Diagnosis. Endocervical cancer. 

Operation. Wertheim’s hysterectomy was performed in the usual 
manner. Ureters were isolated easily. There was difficulty in separating 
the lower part of the rectum from the back of the cervix, but it did not 
appear to be a malignant adhesion. Great difficulty was experienced in 
getting down below the cervix on to the vagina on account of the size 
of the cervix. It was hard to get the vaginal clamp (Bonney’s) into 
position and to divide the vagina below it. There was one place on the 
anterior uterine wall where the growth had almost eaten its way through. 
A gauze drain was lead out through the vagina. 

Pathological Report. This is an endocervical cancer with extension to 
the body of the uterus. Sections show masses of spuamous cells growing 
in a malignant formation and at other places masses of cancer cells in the 


formation of an adenocarcinoma. It is most probably an example of 
metaplasia. 
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2. Mrs. H., aet, 52, married 30 years. Complained of purulent vaginal 
discharge for the past six of eight months and frequency of micturition. 
She had an abortion with instrumental interferer: 29 years ago. This 
was followed by atresia of the cervical canal <:.% :etention of menstrual 
products. In order to overcome this difficulty Gouble oophorectomy was 
performed, Since then the patient has never menstruated. 

Physical. examination. General appearance good, somewhat obese, 
breasts flabby. 

Bimanual examination. Vulva and vagina atrophic especially in the 
upper part. There is a small pinhole opening in vault of vagina through 
which purulent material is issuing. Body of uterus enlarged to size of 
grape fruit and irregular. No cervix to be seen, 

Diagnosis. Myomatous uterus with pyometra. 

Operation. Total hysterectomy. 

Pathological Report. This case is interesting in that it shows (1) sarco- 
matous degeneration in a fibroid. (2) That myomata can grow in the 
absence of the ovaries. 

Pathological Report. Examination of uterus. 

Sections of the tumour show a large myoma with advanced hyaline 
degeneration, the nuclei of the muscle fibres stain intensely and show a 
tendency to proliferation, many mitotic figures can be seen. This deep 
staining and proliferation is also seen in the muscle wall of the uterus. 
The cell proliferation seems to be continuous with the stroma. There are 
a few areas of interstitial hemorrhage. The condition suggests a 
sarcomatous change originating in a myoma. 

Dr. J. Lait in demonstrating one of the specimens said that the cervix 
was large, although the vaginal portion of the cervix was normal, and 
there was no tumour. There was a large endocervical tumour, and the 
body also was involved in a definite ulcer with carcinoma. 

Dr. Bethel Solomons said that the greatest interest to him lay in the 
fact that malignant disease followed atresia of the cervix. This bore out 
the contention which Graves emphasized and illustrated in his excellent 
paper at the British Congress of Gynzecology two and a half years ago, 
that one of the very common causes of malignant disease was insufficient 
drainage. The specimen exemplified well that myoma uteri could occur 
when ovaries were absent. 

Dr. Gibbon Fitzgibbon wondered if in the first case the tumour might 
have been a primary fibrosarcoma, and mentioned a similar case which 
he had shown at the Academy some years previously, in which the opinion 
was that the whole tumour was a fibrosarcoma, some parts of the tumour 
being more sarcomatous than others. 

The President in replying said that myomata might have been present 
at the time of the first operation, but as at that time the patient was only 
22 years of age, he thought it was unlikely that they were. Sections 
taken from the centre of the tumour showed definite myomatous tissue. 
The appearance of the tumour was that of an ordinary interstitial myoma 
which was becoming submucous, and he had not thought of it being 
malignant until he received the pathological report. 

Dr. J. F. CUNNINGHAM showed a 


UTERUS and Ovary, 
and read notes on the case, 
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The patient, 30 years of age, had suffered for a number of years from 
frequent and profuse uterine bleeding. She had been curetted and treated 
with drugs and glandular extracts without any beneficial result. When 
I first saw her, she complained of hemorrhage, backache and weakness, 
looked very anzemic and her heemoglobin was only 51 per cent. Examina- 
tion under anzesthesia revealed a slight enlargement of the uterus, and 1 
scraping of the endometrium when examined microscopically showed 
hyperplasia. Treatment for the anazmia was prescribed, and the patient 
returned four months later looking and feeling better, but the uterine 
bleeding had in no way altered. She was then given 1,000 M.C. hours 
of radium into the uterus, with the object of producing a temporary 
artificial menopause. This treatment was followed by a continuous slight 
uterine bleeding for one month. One month later she menstruated heavily 
for ten days. She then had a period of amenorrhcea which lasted for 
two and a half months, followed by a heavy menstruation which lasted 
for seven days. An interval of six weeks was then followed by a severe 
heemorrhage which lasted for three weeks. Eleven days later the abdomen 
was opened and the uterus and adnexa appeared anzemic and cedematous. 
The uterus was slightly enlarged. The left ovary was small, convoluted, 
and neither cysts nor follicles were visible. The right ovary was enlarged 
and contained what appeared to be three corpora lutea, one of them being 
cystic. The uterus and right ovary were removed. Dr. McGrath reported 
on the specimen as follows :— 


The uterus is slightly enlarged, ... . the endometrium being thicker 
than normal. It is irregular and shows projections but is not quite 
polypoidal. In the middle layer a few of the acini show cystic dilatation 
but no cells are present in thse cystic spaces. There is slight cedema and 
some of the acini are deep in the muscle (in my opinion not abnormal). 
The ovary contains one corpus luteum cyst, and two fully developed 
corpora lutea. There is also a follicle cyst present, but only about half 
the normal ovarian tissue, and Graafian follicles are extremely scanty. 
There is no evidence of inflammation. 

The points of interest in this case are the cause of the bleeding and 
the classification of the condition. Before the treatment with radium, 
the symptoms and the microscopic appearance of the endometrium 
correspond to what has been described as the epimenorrhceal type of 
uterine hemorrhage. After the radium had been applied, the periodicity 
of the menses changed, and were more like what is found in metropathia 
heemorrhagica. The pathological report on the specimen shows that the 
endometrium is of the type described in this condition. The right ovary, 
however, contained corpora lutea (which are not found in metropathia 
hemorrhagica) of the type found in metrorrhagia or epimenorrhagia. 

Hysterectomy was performed in preference to ovarian sterilization by 
X-rays. 

The President said he thought Dr. Cunningham might have tried either 
removal of or resection of the ovary which was at fault in this case. He 
did not think it was such a terrible thing to subject a patient to two 
laparotomies, if the object was to save the uterus. 

Dr. J. Lait said that on looking at the section of endometrium he 
found it was a type of picture often seen in pathological laboratories. It 
was an endometrium which was hyperplastic with far too many glands, 
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and the stroma was fibrous. The obvious thing which led to the 
recognition of this type of case was the chronic glands, and he personally 
always reported them as cases of chronic cystic endometritis. He thought 
this was a condition which was not recognized under a separate heading, 
and was generally found in elderly women with persistent haemorrhage. 

Dr. J. S. Quin said that such cases as this were extremely difficult. 
He was interested in the effect of the radium treatment, and mentioned 
a case which had been reported by Dr. Pollock of acute dysmenorrhcea 
which had not been relieved by curettage, but had been relieved by radium 
treatment. 

Dr. Bethel Solomons was dissappointed that Dr. Lait described the 
case as one of cystic endometritis. It seemed to him that the uterine 
condition was secondary, and that the main cause of the hzmorrhage 
was persistent corpora lutea: this seemed to be clearly shown in the 
specimen. Oophorectomy might have cured, but it could not be risked. 

Dr. D. J. Cannon said he thought this case belonged to the category 
of functional uterine bleedings. The history of the case before radium 
treatment was one of hyper-ovarian activity, and he thought that the 
insertion of radium had turned it from being one of hyper-ovarian activity 
into one of hypo-ovarian activity. 

Dr. R. M. Corbet drew attention to the fact that the uterus was very 
large and fibrous, and said he supposed that its present condition was 
due to the radium treatment. 

Dr. T. M. Healy said that apparently only one ovary was unhealthy, 
and in the absence of ovarian findings he did not think that this case 
could be looked upon as one of typical ovarian bleeding. 

Dr. Cunningham in replying said that he did not feel he could take 
the risk of removing only the ovary, particularly as he was not absolutely 
certain that it was the ovary which was at fault. He did not regard the 
case as one of endometritis, as there were no signs of inflammation in the 
endometrium, no plasma cells, and the myometrium was quite normal. 
He did not think that the radium treatment had had any influence what- 
soever on the uterus itself. There were no symptoms of hyperthyroidism 
of any kind. The patient had been treated with thyroid extract and with 
ovarian extract without any result. 

Dr. J. S. QuIN read a paper on 


Acutr INVERSION OF THE UTERUS; WITH REPORT OF A CASE. 


The patient, aged 30, had had two children previously and at the birth 
of the child there had been precipitate labour with delay to the 
delivery of the placenta. The after pains were somewhat severe and 
on the fourth day after delivery prolapse suddenly occurred. Reposition 
was effected under anzesthesia and was followed by uneventful recovery. 

The President said he had only seen one case of complete inversion of 
the uterus, which occurred in a patient who was very toxeemic and had 
had an accidental hemorrhage. This patient died from an attempt to 
return the uterus to its normal position. In the case reporfed by Dr. Quin 
the inversion had not occurred for some days, and he (the President) 
wondered if it was possible that the inversion had started during the 


third stage of labour and was originally a partial inversion which became 
complete. 


Dr, Bethel Solomons said that inversion of the uterus was nearly 
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unique in Ireland, and he regarded this as a tribute to Irish obstetrics, 
He had not seen a case of acute inversion for twenty-one years: in that 
instance he replaced the uterus: inversion recurred, so he replaced it 
again and plugged the uterus; the plug gave the uterus something to 
contract on, and complete recovery ensued. 

Dr. Gibbon Fitzgibbon said that acute inversion of the uterus was 
an extremely rare condition. He mentioned a case which he had seen 
in the Rotunda Hospital in which the patient was nearly moribund from 
ante-partum hemorrhage, but in this case the uterus went back easily. 
He also mentioned another case in which inversion of the uterus could be 
felt. By lateral massage of the uterus the condition was made right. He 
had also seen a case in which the fundus of the uterus appeared above the 
vulva, It was put back, plugged, and remained back. 

Dr. J. F. Cunningham referred to a case he had seen in which the 
fundus was visible at the vulva and the placenta had been expelled, and 
said he thought the most important thing was to give the patient an 
anzesthetic. In his case, under anesthetic, the uterus would not go 
back at first, but later the cervix relaxed, and the uterus was replaced. 
He did not think it was often necessary to plug the uterus, and thought 
that the less foreign material there was put into the uterus after confine- 
ment, the better. In most cases he regarded the giving of ergot as 
sufficient. 

Dr. Trant mentioned a case of inversion of the uterus which he had 
seen in South Africa, in which the patient was not suffering much from 
shock, and there was no hemorrhage. She put the uterus back, and the 
patient remained well, 

Dr. O’Sullivan mentioned a case in which in the third stage of labour 
in an effort to expel the placenta, inversion took place. When he saw her 
the patient was moribund, and died shortly afterwards. 

Dr. O’Donel Browne said that in patients who were suffering from 
profound shock he thought no manipulation should be undertaken which 
would in any way increase the shock. He (Dr. Browne) thought that 
traction on the fundus might control the bleeding temporarily till aseptic 
measures could be taken for the reposition of the uterus. 

Dr. G. Tierney said he had never come across a tase of complete 
inversion of the uterus, but it was stated by Braun that the condition 
occurred once in 250,000 cases. In Dublin it occurred once in 190,000 
consecutive labours. Zangemeister stated that 23 per cent of these cases 
died if reposition was done immediately, but none died if time was taken 
before reposition was attempted. 

Dr. R. M. Corbet said he thought in some cases in which death was 
put down as being due to immediate replacement, it was really due to 
profuse hemorrhage and not to replacement. 

Dr. Quin in replying said he thought one reason for the rarity of cases 
of complete inversion of the uterus was that a large number of them were 
not reported. He thought the benefits obtained from the giving of saline 
and treatment by blood transfusion largely outweighed the reaction which 
they caused. According to the literature, haemorrhage did not seem to 
occur in the majority of cases. Inversion was much more likely to occur 
in uteri which were not completely atonic than in uteri which were. 
After replacement he thought the best treatment was to pack the uterus 
with gauze, 








